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CEREBRAL VASCULAR ACCIDENTS * 


C. M. HINDS HOWELL, M.D., F.R.C.P. 


Physician to St. Bartholomew's Hospital and the National Hospital, Queen Square 


I have chosen this subject for discussion because the 
vascular accidents to which I shall refer are matters of 
daily occurrence, are dramatic in their manifestations, and 
not infrequently give rise to much difficulty in diagnosis. 
Both the physician and the surgeon may be concerned in 
their treatment, and among these cases there will be many 
which will test our skill and experience to the utmost if 
they are to be brought to a satisfactory conclusion. 

We can divide vascular accidents within the skull into 
those due to injury and those which result from disease 
processes. As the result of injury to the head there may 
follow concussion, haemorrhage, contusion, or laceration 
of the brain. With any of these there may or may not be 
fracture of the skull. 

It is a matter of interest that in compensation cases, 
which are all too common nowadays, the legal mind 
appears to attach more importance to the fact of fracture 
of the skull than to what takes place inside it. This is 
a misleading point of view, for we know very well that 
the skull may be fractured without anything very serious 
happening within it, while the most damaging events may 
have occurred where no fracture has taken place. 

It is seldom that haemorrhage occurs in an uncompli- 
cated manner as the result of serious head injury. Con- 
cussion at least is of common occurrence, while contusion 
or laceration of the brain also frequently occurs. These 
events complicate the clinical picture, and make exact 
diagnosis difficult or impossible. I propose to consider 
first sonie uncomplicated cases which will illustrate the 
effects of haemorrhage in two common situations as the 
result of injury; and later the general principles which 
should guide us in more difficult cases. 


Extradural Haemorrhage 


In an uncomplicated case the patient receives some 
injury to the head, as the result of which he may suffer 
from a short period of concussion. He recovers from this, 
and after an interval of varying but short duration he 
develops symptoms of cerebral compression. There 
follow headache, vomiting, slowing of the pulse, which is 
full with a rising blood pressure, perhaps paralysis, then 
unconsciousness, and if the presstire be not relieved the 
next stage is death. The interval between the original 
injury and the later development of cerebral compression 
is the so-called lucid interval. All cases of extradural 
haemorrhage are fortunately not so serious as our hypo- 
thetical case, for the haemorrhage may cease before it 
Causes serious compression. 

Some years ago I was consulted by a young man who, while 
batting at cricket, had been struck on the left temple by the 
ball. He was knocked overv, and for a few minutes was dazed 

* Part of a British Medical Association Lecture given to the 
Blackpool Division, November 18, 1936. 


(period of mild concussion). He was able to continue playing 
for the rest of the afternoon, though his head ached (lucid 
interval). After the game his headache became much worse 
and he vomited (period of slight cerebral compression). 

He continued to have headache, and three or four days 
later had a fit, which only involved the right side of his face. 
He was not unconscious in the fit, but could not speak during 
the attack. He had had several similar attacks, and to my 
great satisfaction had one in my consulting room. It was a 
typical Jacksonian fit, affecting the right side of the face only. 
The man was able to walk about during the attack, obey 
orders, and in fact do everything except talk. 

In this case the diagnosis of extradural haemorrhage was not 
difficult to make. An operation was performed at the site 
of injury, and an extradural clot found and removed. The 
dura was opened, but no bruising or haemorrhage was present 
beneath it. The man made an uneventful recovery, but six 
months later had two generalized epileptic attacks. He was 
put on bromides for about eighteen months, but has had no 
further attacks. 


This patient should have been put on some sedative— 
luminal | grain every night, for example—immediately 
after his operation. It is most important to remember 
that cases of this kind require this type of medical treat- 
ment even after a successful operation, such treatment 
being continued for a period of six months at least. 


Subdural Haemorrhage 


This may be diffuse or localized. In the former, which 
is usually associated with severe head injury, a venous 
sinus may be torn, when blood will diffuse rapidly through 
the subdural space, and symptoms of compression are 
likely to develop quickly. 

The localized form of subdural haemorrhage is by no 
means uncommon, and it is important to recognize the 
clinical picture to which it gives rise. I will briefly 
describe two cases of this kind, one in an elderly subject, 
the second in a young man. 

In the first case a man of 65 was hurrying to catch a bus 
when he was knocked down by a boy on a bicycle. He hit 
his head, was not unconscious but rather dazed. He was 
kept in bed for two or three days, but did not pick up. He 
complained of headache, and was irritable. This state of 
things continued for about a month, at the end of which he 
began to lose power in his left leg, and later in the left arm. 
He became drowsy and confused. When I saw him he had a 
low-grade papilloedema in both eyes and a slight left hemi- 
plegia. 1 got Professor Ross to operate on him for chronic 
subdural haematoma. We found a large clot, wrapped in the 
peculiar membrane which forms in such cases. The under- 
lying brain was guttered by the pressure of the clot. Next 
morning he was much brighter, but later became comatose 
and died. At the post-mortem examination a second similar 
but larger clot was found over the left cortex. 

Lessons to be learnt from this case are that in elderly 
people a comparatively slight injury may cause a localized 
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subdural haemorrhage, and that such haemorrhage is not 
infrequently bilateral. In this case there was an interval 
of four or five weeks before signs of paralysis appeared, 
but the man had never been well since his accident. 

The second case I want to mention occurred in a young 
man who crashed on a motor bicycle. It was a very serious 
accident. The pillion rider was killed, and my patient lost 
a leg and was concussed. He recovered from the amputation, 
but continued to suffer from headaches. The accident 
occurred in August, and in November I was asked to see him 
as his headaches were still severe. I could find no signs of 
abnormality of the nervous system, but sent him into hospital 
for observation. 

He improved very much in hospital under no particular 
treatment beyond rest in bed and one lumbar puncture for 
diagnostic purposes. The cerebro-spinal fluid was normal but 
under increased pressure (200 mm.). At the end of December 
the severe headaches returned and he developed papilloedema 
first in one eye, then in the other. 

A diagnosis of chronic subdural haematoma was made and 
Professor Ross did a bilateral ventricular puncture, as there 
was nothing to show which side the haematoma was on. 
No fluid could be obtained from the right lateral ventricle ; 
the left was found easily. We concluded the haematoma was 
on the right side; a bone flap was made, the haematoma 
found and evacuated. and the man made a good recovery. 

In this case a period of four months had elapsed 
between the date of the accident and the development of 
definite signs of compression which the appearance of 
bilateral papilloedema indicated. In the circumstances the 
symptoms due to subdural haematoma might have been 
mistaken fer those of so-called traumatic neurasthenia. 
The cases illustrate the importance of keeping patients who 
complain of recurring headache after a severe or even 
slight concussion under close observation. It is essential 
to examine the eye grounds regularly in order to detect the 
first signs of papilloedema in cases of this kind. And it 
is important to note that several weeks may elapse before 
anything of the sort appears. 

The pathology of this condition is remarkable. A 
membrane develops round the extravasated blood in the 
subdural space. This membrane becomes vascularized, 
and a slow oozing of blood appears to occur, as a result 
of which the haematoma gradually increases in size and 
so comes to produce a slowly increasing compression of 
the brain. 

As the result there is a latent period between the date of 
the injury and the development of obvious signs of com- 
pression, This latent period may vary in duration from a 
tew weeks to a few months. During the latent period the 
patient is likely to exhibit symptoms which may be mis- 
taken for those of traumatic neurasthenia. Of these 
symptoms headache, irritability, lack of concentration, and 
some memory defect are the commonest. 

In cases where the clinical picture of haemorrhage is 
complicated by contusion or laceration of the brain the 
essential sign to watch for is that of cerebral compression. 

In the earlier stages, after the initial period of shock, 
this is characterized by headache, vomiting, a full 
bounding pulse, and rising blood pressure. There may 
be signs of cerebral irritation either in the form of rest- 
lessness, delirium, or excitement. or perhaps by the occur- 
rence of convulsions. As the compression increases the 
patient becomes unconscious (if he has previously been 
conscious), the pupils dilate, breathing becomes irregular 
or Cheyne-Stokes in character, the pulse, which was full 
and slow, becomes feeble and rapid, and the blood 
Pressure, which rises in the earlier stages of compression, 
will fall, and if the condition is unrelieved death will 
follow. 








It is important, therefore, to keep a close watch on 
the pulse rate and blood pressure. Lumbar puncture 
should be done, and the pressure of cerebro-spinal fluid 
measured. Any figure above 150 mm. indicates an 
increased intracranial pressure, and sometimes the pressure 
will be found to be as high as 300 mm. or even more. 
Rawling lays stress on the temperature chart, regarding a 
rising temperature as of serious significance. 


Leaking Cerebral Aneurysm 


Let us next consider haemorrhage outside the cerebral 
substance occurring as the result of disease processes. The 
commonest of these, though fortunately none are very 
common, is subarachnoid haemorrhage coming from a 
leaking aneurysm. Haemorrhages may occur under other 
circumstances, such as in the leukaemias, in purpura, and 
sometimes in septicaemia, but aneurysm is without doubt 
the commonest cause. 

Cerebral aneurysms occur almost entirely in the- vessels 
which constitute the circle of Willis or its branches, and 
therefore lie outside the brain substance. They may be 
the result of various morbid conditions, but the congenital 
aneurysm is the commonest. These aneurysms arise at 
the bifurcation of the arteries. Microscopical examination 
shows that the muscular coat of the artery is defective in 
such cases at the arterial bifurcation, which allows of the 
formation of the aneurysms. The aneurysms so formed 
are usually small. The name “ berry aneurysm ™ has been 
given them. They may be multiple. Other causes of 
aneurysm of the cerebral arteries are arteriosclerosis and 
syphilis, though the latter are rare. Infective endocarditis 
produces mycotic aneurysm as the result of embolus. 
Trauma may also produce an arterio-venous aneurysm, 
usually from injury to the internal carotid artery in the 
cavernous sinus. 

It is quite impossible as a rule to diagnose with certainty 
the presence of an aneurysm of a cerebral artery, previous 
to its rupture or leaking, from the clinical symptoms alone, 
X-ray photographs will sometimes show concentric circular 
shadows of calcified material in the wall of the aneurysm 
which are known as Albl’s rings. Where an aneurysm ts 
suspected the injection into the internal carotid of thoro- 
trast, followed immediately by x-ray photography, will 
show this substance within the arteries, and in this way 
the presence of an aneurysm may be detected. 

Subarachnoid haemorrhage from aneurysms seems to me 
to be commoner nowadays than when I was a student and 
house-physician thirty years or more ago, but I suppose 
the true explanation is that we are now more on the look 
out for such cases. The symptoms of a leaking cerebral 
aneurysm are usually dramatic. The patient calls out 
in pain, and may then fall unconscious; indeed, the 
diagnosis is often made on the history of a cry of “Oh! 
my head! ” followed by unconsciousness. This diagnosis 
will be confirmed by finding uniformly blocdstained 
cerebro-spinal fluid if lumbar puncture is performed 
within a day or two of the accident, after which date the 
fluid becomes straw-coloured. If there is any doubt as 
to whether the blood is the result of the lumbar puncture 
this can be cleared up by collecting samples in two or three 
test tubes and comparing the tint in each. On standing 
the supernatant fluid will be yellow-tinted in subarachnoid 
haemorrhage, but colourness in cases of traumatic pumnc- 
ture. An interesting point to remember is that the urine 
often contains a heavy cloud of albumin for twenty-four 
hours or so after subarachnoid haemorrhage. If the 
patient is found unconscious this may suggest uraemia, 
but examination of the cerebro-spinal fluid will clear up 
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the diagnosis. Of course examination of the blood urea 
would do so too. 

Occasionally glycosuria may result from subarachnoid 
haemorrhage. I remember such a case well at St. Bartholo- 
mew’s Hospital. We were on duty, and my house-physician 
told me that he had admitted a patient in diabetic coma. The 
patient was brought into hospital unconscious, and the house- 
physician had found sugar and acetone in the urine in large 
quantity. He had given intravenous glucose saline and 50 units 
of insulin, but he reported that the patient was still semi- 
conscious, and apparently had some rigidity of the neck. 
] toid him that if he would do lumbar puncture he would 
almost certainly find a uniformly blood-stained fluid, and such 
proved to be the case. 


Rigidity of the neck, which is a very common feature 
of these cases, is due to irritation of the pcsterior roots 
in the cervical region by the extravasated blood, and often 
patients complain later of pains in the legs due to a similar 
cause. A cerebral aneurysm may produce palsies of some 
of the cranial nerves before rupture, those most likely to 
be affected being the sixth and third nerves. 


A woman was admitted under my care at St. Bartholo- 
mew’s Hospital with a subarachnoid haemorrhage. She made 
excellent progress and was due for discharge when she 
developed a third nerve paralysis in the right eye, and the 
next day had a second subarachnoid haemorrhage. She ulti- 
mately recovered from this, and for the last few years has 
been working as a cook-housekeeper, but the third nerve 
palsy persists. 


Some patients have had as many as four or five haemer- 
rhages recurring at intervals and have survived, but the 
condition is a very dangerous one, and the first attack 
may be fatal. 

The youngest patient I have seen with subarachnoid 
haemorrhage was aged 9 ; he made a good recovery and is 
leading an ordinary life. Although a cerebral aneurysm 
may rupture at any age it is commonest between the ages 
of 20 and ~0. Another point in connexicn with aneurysm 
of the cerebral vessels is that some of them attain a large 
size and give rise to symptoms suggestive of tumour. 
You will find it stated, I think with decreasing frequency, 
that a bruit can be heard on auscultaticn where a cerebral 
aneurysm is present. I believe this statement to be quite 
untrue, except in the case of arterio-venous aneurysms, 
in which the patient is himself conscious of the bruit. 


Accidents Due to Cardiovascular Disease 


The common examples of vascular accidents in the 
brain which result from disease of the cardiovascular 
system are thrombosis, haemorrhage, or embolism of the 
cerebral vessels. But there is another group of cases of 
great interest, though by no means so common as those 
just mentioned, which I should like to deal with first. The 
condition has been called by McAlpine “ the hypertensive 
attack.” These occur in patients suffering from high blocd 
pressure with or without obvious renal disease. I do not 
include among them cases of frank uraemia, in which the 
non-protein nitrogen in the blood is definitely raised, 
though it is probable that the cerebral manifestations 
that occur in uraemia—such as convulsions, temporary 
paralysis, amaurosis, and coma—are due in the main to a 
rise of intracranial pressure, associated with oedema and 
angiospasm, such as occurs in the cases to which I am 
referring. 


Patients with high blood pressures in this group are 
liable to exacerbation of this pressure, with which obvious 
cerebral symptoms may be associated. In these attacks 
the patient complains of severe headache, and there may 
be in addition vomiting, drowsiness, or even coma and 


sometimes convulsions. Transient paralysis may also 
occur. In some of these cases examinaticn will show 
papilloedema, suggesting the presence of a cerebral 
tumour unless the picture presented by the fundus is 
considered very carefully and the associated blood pressure 
also taken into account. The appearance of the disk is 
not really like that seen with cerebral tumour, for haemor- 
rhages form a striking part of the picture in addition to 
the swollen disk, and the vessels of the retina show marked 
nipping of the veins at the crossings, and the calibre of 
the arteries is seen to vary very much in different parts 
of the same vessel, due to angicspasm. 


McAlpine has pointed out that young patients are more 
likely to suffer from cerebral oedema with papilloedema 
than older ones, and has demonstrated that the attack !s 
associated with a very definite increase in blocd pressure, 
the subsidence of which is followed by relief of symptoms. 

Let us now consider some questions which always arise 
in connexion with embolism, thrombosis, or haemorrhage 
of cerebral vessels. 

Cerebral Embolism 


First, as to diagnosis. This is sometimes obvious, but 
often a matter of great uncertainty. As a rule embolus 
can be diagnesed with more certainty than the others. The 
embolus may come from a diseased valve, usually in this 
case the site of bacterial endccarditis. In cases of mitral 
disease it is more likely to be a clot detached from a 
dilated left auricle. But the presence of obvious valvular 
disease and the very sudden onset of symptoms usually 
leave no doubt as to the diagnosis. It is naturally 
likely to occur at an earlier age than either thrombosis or 
haemorrhage. We must not, however, overlook the possi- 
bility of embolism occurring from the surfaceof an athero- 
matous plaque in the aorta of older subjects. Apart from 
valvular disease it may arise as a sequel to dilatation of 
the heart, whatever the cause of such dilatation may be, 
for clots may form under such circumstances in what we 
might describe as the backwaters of the heart. This cccurs 
sometimes in the puerperal state, so that embolism has a 
rather higher incidence in women than in men, for this 
reason and because of the higher incidence of mitral 
stenosis in women. 


Following embolism of a cerebral artery there may be 
consecutive thrombosis, so that the symptoms at the onset 
become permanently established. On the other hand, if 
the clot be a small one it may retract and allow the 
blocked vessel to become patent again, when great im- 
provement in the cendition will follow, or if no secondary 
thrombosis results the symptoms are likely to improve as 
the oedema caused by the infarction subsides. 


Cerebral Thrombosis and Haemorrhage 


Thrombosis and haemorrhage both result from disease 
of the cerebral arteries. It may be easy to distinguish 
between them clinically, but, as you all know, it is often 
impossible to do so. There is a school of thought, to 
which I cannot subscribe, which maintains that all cases of 
cerebral haemorrhage are fatal. This is a comfortable 
doctrine, because if you believe it the .treatment for all 
cases becomes the treatment for cerebral thrombosis. Let 
us consider to what extent it is possible to differentiate 
these cases with any degree of certainty. 

In a young adult hemiplegia of sudden onset is more 
often due to syphilitic thrombosis than to anything else, 
provided you can exclude embolus, tumour of the brain, 
and disseminated sclerosis. I am assuming that hysteria 
is not in question. Subarachnoid haemorrhage and 
embolus we have already considered. Tumour of thse 
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brain will usually have given some signs of its presence 
before causing a sudden exacerbation, but disseminated 
sclerosis is a mere difficult thing to exclude. It is well 
known that the first onset of this disease may be by the 
appearance of hemiplegia. Serological tests will establish 
the diagnosis in syphilitic disease, and the proof should 
be cbtained immediately, as energetic anti-specific treat- 
ment will do much to improve the condition in syphilitic 
thrombosis. 

Thrombosis is also likely when arterial . disease is 
associated with low blood pressure. It is strongly sug- 
gested when the attack occurs during sleep, or following 
exhaustion or in debilitating conditions generally. Often 
there are premonitory symptoms, such as numbness, 
tingling, and temporary loss of function, such as aphasia, 
monoplegia, and so on. But with regard to these I must 
point out that they may happen when the blood pressure 
is unduly high and as the result of temporary angiospasm 
in the arteries, and so these attacks may be followed either 
by thrombosis or by haemorrhage. They are always of 
serious import. 

Ot cerebral haemorrhage it may be said that it is un- 
common with low blood pressure, and that usually the 
pressure is high, but it may not be excessively high ; that 
it is more likely to take place during the day than the 
night, or in association with effort or strain; and that it 
is almost invariably accompanied by vomiting. 

Of the three embolism is most sudden in its onset and 
thrombosis likely to be least. Consciousness may be lost 
as the result of any of the processes we are considering, 
provided the initial lesion is severe enough. It is probably 
true to say that it is more likely to be lost early in haemor- 
rhage than in thrombosis, and early loss of consciousness 
which is prolonged almost always indicates a _ severe 
haemorrhage. The cerebro-spinal fluid in a_ serious 
- haemorrhage is apt to contain blood, and it is good 
practice to do a lumbar puncture in any case of apoplexy 
with less of consciousness, as it tends to lower the intra- 
cranial pressure. 

Convulsions at the onset of apoplexy indicate irritation 
of the cortex, and are more commonly due to thrombosis 
than to embolism, though they may occur in the latter. 
They are very unusual at the onset of a _ cerebral 
haemorrhage. 

Severity of the Lesion 


The severity of the lesion can be estimated from ccn- 
sideration of three circumstances: the depth of the coma, 
the degree of depression of the nervous system which has 
followed the apoplexy, and the condition of the respiratory 
centre. 

The depth of coma can be roughly estimated by seeing 
whether the patient responds to any cutaneous irritation. 
This may also serve to show the affected side if this is in 
doubt. The depression of the nervous system can be 
estimated by observing whether there is a complete flaccid 
paralysis of all the limbs, with loss of reflex action. If 
plantar reflexes can be obtained both are likely to be 
extensor at this stage. It is important to remember that 
even where the depression of the nervous system is not 
extreme retention of urine is common, and that it is 
important to prevent over-distension of the bladder. 

Breathing is apt to be noisy and stertorous in proportion 
to the severity of the lesion, and grouped respiration of 
the Cheyne-Stokes type is a sign of failing activity in the 
respiratory centre. 

The area of the brain supplied by the middle cerebral 
artery is the seat of election for all forms of apoplexy, 








but while it is most unusual for embolism to occur else- 
where haemorrhage occasionally does so, and thrombosis 
more often still. 

Prognosis in Apoplexy 


In any case of apoplexy a prognosis will be anxiously 
sought by the relatives of the patient. The answer must 
deal with the immediate question of survival and the 
ultimate prospects of recovery of function. If the patient 
is deeply unconscious and clearly suffering from a cerebral 
haemorrhage a bad prognosis must be given. Such a 
patient will not survive. And in any patient in whom 
unconsciousness persists over twenty-four hours the 
prospects of survival are poor, and if survival occurs the 
chances of any useful recovery of function in the affected 
limbs are practically nil. 

In elderly people the condition of the lungs, the heart, 
and the kidneys must all be considered carefully in coming 
to any conclusion as to their survival. So too must the 
condition of their arteries and their blood pressure. One 
must be very guarded in estimating the prospects of 
recovery of function during the early stages. If recovery 
of useful function is going to take place it will show 
signs of doing so at any rate by the end of a week. Quite 
obviously the sooner some recovery of power is noted the 
better the prospects. Cases of syphilitic thrombosis have 
probably the best chance of recovery if anti-specific treat- 
ment is efficiently carried out. 

In thrombosis particularly, and in embolism to a less 
extent, One must remember the possibility that fits affect- 
ing the paralysed side will occur. These are as a rule 
infrequent, and may cease after a time. A patient whom 
I had under close observation for more than six years, 
suffering from a severe thrcmbotic hemiplegia, started to 
have unilateral fits affecting the paralysed limbs nine 
months after his apopiexy. These continued at intervals 
of six weeks to two months for about eighteen months. 
after which they ceased entirely. 








P. Haupstein (Dtsch. med. Wschr., August 28, 1936, 
p. 1417) has conducted at the University Maternity Hes- 
pital in Freiburg i. Br. clinical investigations of the action 
on dysmenorrhoea of finely powdered potentilla anserina, 
whese popular name in Germany is “ Gansefingerkraut ” 
or “Gédansekraut.” Its medicinal properties were ex- 





ploited in the Middle Ages, and pharmacological justifica- 


tion for its prescription as an antispasmodic was provided 
in 1933 (Zbdl. Gyndk., Nr. 37) by Schneider and Nevinny, 
who found it capable of relieving the barium cramp 
induced in the muscles of rabbits and rats. The author 
gave it in the form of capsules, each of which contained 
0.5 gram of the finely powdered drug. From one to three 
capsules were given by the mouth three times a day while 
menstruation was painful and for two to three days before 
it was due. Even when large quantities were taken no 
gastric disturbances were observed, but it was found weil 
to warn the patients against chewing the capsules on 
account of the disagreeable taste of their contents. The 
complete harmlessness of the drug and its cheapness, com- 
bined with the relief of pain it affords, make it, in the 
author’s opinion, a valuable remedy. Though he does 
not state the actual number of cases thus treated, he says 
that about two-thirds of his patients were under the age 
of 30, and that only those patients were thus treated 
who came to hospital complaining of severe dysmenor- 
rhoea, which, in many cases, had hitherto entailed rest 
in bed during menstruation. The results were most satis- 
factory in essential dysmenorrhoea_ associated with 
anatomically normal conditions or with hypoplasia of th 
uterus. But even -when the dysmenorrhoea could be 
traced to chronic inflammation or displacements of the 
uterus, the results were so encouraging that the author 
recommends further investigations also in this field. 
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TYPES OF C. DIPHTHERIAE IN 
CAPETOWN 


BY 


JOYCE WRIGHT, B.M., B.Ch. 


Department of Bacteriology, University of Capetown 


Reports from different areas in England and Scotland, 
and also from Berlin, have shown that the distribution 
of C. diphtheriae types varies considerably from one 
locality to another. It therefore seemed of interest to 
investigate their incidence in another country at a con- 
siderable distance from Europe. Strains from all diph- 
theria patients admitted to the Capetown City Hospital for 
Infectious Diseases were accordingly received from the 
Government Laboratory over a pericd of approximately 
seven months and investigated as to cultural charac- 
teristics, biochemical reactions, and virulence. 


Methods 


Cultures reported as positive for C. diphtheriae were 
subcultured on to Loeffler slopes, incubated for eighteen 
nours, and then plated on to McLeod’s tellurite rabbit 
plood agar, the colonial appearance being examined after 
twenty-four and forty-eight hours. Pure cultures were 
then obtained by subculture to Loeffler slopes, which after 
eighteen hours’ incubation were tested for virulence by 
the intracutaneous guinea-pig method, for fermentation of 


glucose and of saccharose, for fermentation of starch’ 


(Bacto) and of glycogen (B.D.H.) in Hiss’s serum water, 
and for their type of growth in nutrient beef heart 
infusicn broth after twenty-four and forty-eight hours’ 
incubation. 

Bacteriological Observations 


Altogether 109 strains were isolated; all fermented 
glucose but not saccharose, and with one exception were 
Virulent by intracutaneous guinea-pig test. They were 
classified according to the scheme introduced by H. A. 
Wright and M. H. Christison (1935) (Tabie I). An addi- 
tional type (Type VII) was included. This will be dis- 
cussed later. 


Taste I.—The Incidence of Biological Types of C. diphtheriae 
in Capetown 














nore | SaleeyFagnen, Ferpenaon| vintene | Reena 

I | Mitis type - + 53.2 

II Intermediate type _ + | 0 

Ill Gravis type + + | 6.4 

IV | as - + | 22.0 

vo aa” + - | 0 

vi a te * | - 0 

VI Mitis type | + + 12.9 
Unclassified | 4.6 





Type 1—Of these 109 strains fifty-eight (53.2 per cent.) 
were classified in this group. Of these, forty-nine had typical 
black shining “ mitis” colonies. Nine other strains differed 
from the typical mitis form only in that their colonies were 
slightly matt or very faintly striated. They were therefore 
not sufficiently different to classify as any other type. In 
broth all these strains produced cloudy growth without 
pellicle formation. In some instances, unrelated to the type 
of colony, the growth was slightly floccular, but was very 
easily broken up on gentle agitation. 

Type 11—No strain fell into this group—the “ intermediate ” 
group of Anderson and his co-workers. 


Type II1I.—Seven (6.4 per cent.) strains only were classifiable 
as Type III. They differed slightly in colonial appearance 
from the “ gravis” strains described by Anderson and his co- 
workers in that the colonies were slightly smoother, slightly 
darker, and slightly smaller, but they were not sufficiently 
different to classify as any other type. In broth they all 
produced a pellicle, deposit, and fine granular type of growth. 

Type 1V.—Twenty-four (22 per cent.) strains fell into this 
group. They could be further subdivided by their colonial 
appearance ; thus seventeen produced the same type of colony 
as those of Type III above, three produced the typical daisy- 
head gravis colony, and four gave a mixture of these two 
types of colony. In broth all these strains produced a pellicle, 
deposit, and a fine granular type of growth. 

Type V.—One strain (0.9 per cent.) belonged to this group. 
It also had the slightly smoother type of gravis colony which 
predominated in Types III and IV. In broth it produced 
granular growth, pellicle, and deposit. 

Type VI.—No strain fell into this group. 

Type VII.—This type has been added, since fourteen strains 
(12.9 per cent.) differed from Type I only in that definite 
fermentation of starch and glycogen occurred during twenty- 
four hours’ incubation. Eight of these strains showed typical 
mitis colonies and six only differed by having a slightly 
matt surface. 

Unclassified —Five (4.6 per cent.) strains were not classified 
Owing to their type of growth in broth. Three were of the 
mitis type of colony, but one was granular in broth and 
fermented starch and glycogen, another produced a very slight 
pellicle and did not ferment starch or glycogen, and the third 
gave a granular growth, deposit, and pellicle, and fermented 
starch and glycogen. 

Two strains produced granular growth and pellicle forma- 
tion in broth, fermented starch and glycogen, but in colony 
form were not clearly differentiable as gravis or as mitis. 


Clinical Observations 


Clinical notes were obtained independently from the 
Capetown City Hospital and in a few instances from 
private practitioners. The cases were grouped as “ severe,” 
** moderately severe,” and “ mild” according to the classi- 
fication of Bie (1929). Owing to the mildness of diph- 
theria in Capetown the additional group of “ very mild” 
was added to include those cases in which slight sore 
throat or nasal discharge and pyrexia accompanied by a 
positive swab were found. In the “severe” group were 
included all those cases in which laryngeal involvement 
occurred, or in which evidence of toxicity was present, 
such as albuminuria and palatal paralysis. 

During the period in which the strains were collected 
there was no epidemic of diphtheria in the locality. In 
the majority of the cases the disease was mild, and there 
was little toxicity. As has been previously observed in 
Capetown, the number of patients with laryngeal involve- 
ment was high, in this series being 7.3 per cent. The 
dosage of antitoxin was on the whole less in the mild 
cases than in the severe, being on an average 20,000 units 
in the very mild, 30,000 units in the mild, and 50,000 units 
in the moderately severe and severe cases. Usually it 
was given later in the disease in the mild (three and a half 
to four days) than in the severe (two and a half to three 
days) cases. 

Clinical data were precured in ninety-six cases, those 
in which the cultures proved avirulent or the strains 
atypical being omitted from the series. Of these ninety- 
SIX Cases sixty-seven (70 per cent.) were due to Types I 
and VII, and twenty-nine (30 per cent.) to Types III and 
IV, the distribution in relation to clinical severity being 
shown in Table II. 

Of the fourteen severe cases three were fatal—that is, 
in this series there was a mortality of 3.1 per cent. Of 
the three fatal cases one was laryngeal, tracheotomy being 
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performed. The child, aged 4 years, was very toxic, and 
died in spite of the administration of 100,000 units of anti- 
toxin. The strain in this case was Type IV. The other 
cases, due to Types I and VII respectively, were haemor- 
rhagic and very toxic. 

The severe cases include seven laryngeal, of which five 
were due to Type I and two to Type IV. Of the remain- 
ing four severe cases three had palatal paralysis and one 


TaBLe I].—The Distribution of Types of C. diphtheriae in 


Relation to Clinical Severity 

















sialic Type Re Took | ih We Types jm 
and VII | | and IV 
Very mild | 26 | 5 | 31(76%) | 4 | 6 | 10(24%) | 41 
Mild | 14 | 5 | 19(70%) | 2 | 6 | 8(30%)| 27 
Moderately severe | 8 0 | 8 (57%) | 0 6 6 (43%) | 14 
Severe | 10 | 1 | 11(78%) | 0 | 3 | 3(22%) | 14 








was haemorrhagic and very toxic. It is thus seen that 
severe toxaemia was not common. There was no evidence 
of gravis strains being associated with more severe cases 
of diphtheria, but the small number of such cases ren- 
dered the figures too few for- definite conclusions to be 
drawn. 

The predominant strains of C. diphtheriae were found 
to be of Types I and VII (70 per cent.). The majority of 
the cases were clinically mild. These findings are in 
agreement with those of workers in other areas regarding 
the association of mitis strains with a mild type of diph- 
theria. It is interesting to note that no strain of Type II 
(intermediate) was found. 


Discussion 


In 1931 Anderson and his co-workers classified the 
Leeds strains of C. diphtheriae into three groups— 
“ gravis,” “ mitis,” and “intermediate.” Only a small 
percentage failed to fall into these groups. Other 
workers have found aberrant strains ranging from 1.5 per 
cent. in Manchester (Robinson and Marshall, 1934) to 
31.5 per cent. in Staffordshire (Menton, Cooper, Duke, and 
Fussell, 1933). The possibility therefore arises that the 
aberrant strains of one locality may be present in con- 
siderable numbers in another. The introduction by Wright 
and Christison (1935) of the numerical system of typing, 
with its possibility of expansion, adds considerably to 
the ease of classifying such strains. Thus of 109 strains 
isolated from clinical cases of diphtheria in Capetown 
only fifty-six could be clearly classified as mitis or as 
gravis, leaving fifty-three which would have to be classified 
as atypical under the scheme of the Leeds workers. 
Under the classification of Wright and Christison twenty- 
four of these strains could be placed in the Type IV 
group—the non-starch-fermenting, virulent gravis type. 
Such forms have been found in other areas only in small 
numbers—for example, 3.4 per cent. in Edinburgh (Wright 
and Christison, 1935). Of the remaining strains fourteen 
were placed in the newly introduced group of Type VIJ— 
mitis colony, starch-fermenting, and virulent. 

Since the introduction by Anderson and his co-workers 
of the three types—gravis, mitis, and intermediate—the 
stability of their major characteristics has been questioned. 
Cultural characteristics in broth have been found an un- 
reliable criterion. Regarding colonial form, Christison 
(1935) found that the three types underwent marked 
variation in vitro. She stated that gravis strains fer- 
mented starch irrespective of their colony structure, 
whereas the intermediate and mitis and their variants 








ST 


failed to do so. She suggested that starch fermentation 
was a more reliable criterion than colony form for identi- 
fying the gravis type. Other workers have also main- 
tained this position. 

This view seems no longer tenable, since Wright and 
Christison (1935) found 14.3 per cent. of Edinburgh 
Strains in Types IV and VI—that is, gravis in colony 
form, yet non-starch-fermenting. Others have included 
similar strains in their atypical group. Anderson and his 
co-workers (1933) report the loss of starch fermentation 
by one strain of gravis type on subculture, and recently 
Mair (1936) has found that the ability to ferment starch 
is not firmly fixed in some strains. It is therefore of 
interest to note that of the 109 strains isolated in Cape- 
town 22 per cent. have been found to be of gravis type 
in colony form and growth in broth, yet not to ferment 
starch or glycogen, and 12.9 per cent. of the mitis type 
in colony form and growth in broth, yet to produce 
definite fermentation of starch and glycogen. 


Summary 


1. Of 109 strains of C. diphtheriae from clinical cases 
of diphtheria admitted to the Capetown City Hospital 
53.2 per cont. were Type I: none of Type II ; 6.4 per cent. 
Type IIl; 22 per cent. Type IV; 0.9 per cent. Type V; 
none of a VI; and 4.6 per cent. unclassified. An 
additional type (Type VII) was introduced, since 12.9 per 
cent. were of mitis type in colony form and in growth 
in broth, but fermented starch and glycogen. 

2. The mildness of diphtheria in Capetown was in agree- 
ment with the predominant strain being of the mitis 
type. The sparsity of severe cases of diphtheria made the 
figures too few to correlate gravis strains with the severity 
of the disease. 


3. An interesting feature of the findings was the com- 
paratively high percentage of strains of Type 1V—namely, 
the non-starch-fermenting, virulent gravis type, and of 
Type VII, the starch-fermenting, virulent mitis type. 


My thanks are due to Professor W. F. Rhodes of the 
Government Laboratory, Capetown, for supplying me _ with 
cultures ; to Drs. J. F. Wicht and C. K. O'Malley for allowing 
me access to the records of the City Hospital, Capetown ; to 
Dr. H. J. Parish of the Wellcome Physiological Research 
Laboratories, Beckenham, for testing some of the strains ; and 
to Mr. Stewart and Mr. Maytham for technical assistance. 
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R. W. Huntington, jun., and D. Wilkes-Weiss (J. Pediat. 
October, 1936, p. 449) record their observations on fifty- 
four cases of influenzal meningitis admitted to the St. 
Louis Children’s Hospital from 1918 to 1935, during 
which period there were 160 cases of meningococcus 
meningitis, seventy-four of streptococcus meningitis, sixty- 
two of pneumococcus meningitis, and twenty-two of 
staphylococcus meningitis admitted to the same hospital. 
Only sixteen were females and only twelve over 2 years 
of age, the oldest being 13 years and the youngest 2 
months. Three of those who were over 2 years of age 
recovered. The onset was usually primary, but in ten the 
onset was preceded by otitis or pneumonia, and in others 
there was a history of trauma. The average duration of 
the disease was fourteen days. Serum treatment was used 
in fifteen cases, but only one recovered. 
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PROSTATECTOMY BY THE TWO-STAGE 
METHOD 
A SURVEY OF 158 CASES 


BY 


W. K. IRWIN, M.D.Aberd., F.R.C.S.Ed. 
Surgeon to St. Paul's Hospital 


Fashions change in the field of prostatic surgery with 
almost, if not quite, the same bewildering frequency as 
in that of dress, and the object of this paper is to outline 
briefly the surgical treatment and results obtained in 158 
consecutive cases treated by the two-stage “ blind” opera- 
tion during the past ten years. After trying at various 
times many different techniques I have always gone back 
to the simplest form of enucleation through a short in- 
cision without inspection of the cavity after removal of 
the adenomatous mass. 

During my early years in urological practice I per- 
formed the two-stage operation in about 10 per cent. 
of my cases, using the Thomson-Walker open operation 
or the one-stage “ blind” method in about 90 per cent. 
But finding my results more satisfactory in the two-stage 
operation, which I originally only used in the so-called 
“bad risk” patients, I gradually did more and more by 
this method until at the present time I employ it in the 
majority of my prostatectomy cases. In fact, I now very 
often work on the principle that what is good for “ bad 
risk * cases is also good for “good risk” patients. The 
more I see of prostatic surgery the more I am convinced 
that many of the complications which follow prostat- 
ectomy, some of which may be fatal, are avoidable by 
using the two-stage operation. These 158 cases have not 
been selected for operation with a view to statistical 
records. On the contrary, the series includes all the most 
unpromising on which I have operated. 


Preliminary Treatment 


As soon as possible after admission every patient was 
subjected to the urea concentration test and the quantita- 
tive estimation of the amount of urea in the blood. These 
two tests were applied in conjunction, and on the whole 
gave a trustworthy guide to the amount of reserve renal 
function, but the results were always interpreted strictly 
in the light of general clinical findings. In the case of 
patients who did not have much residual urine the pre- 
liminary cystotomy was done two days after their admis- 
sion into hospital or nursing home, provided there was no 
contraindication. When there was obstruction enough to 
Cause a large quantity of residual urine the bladder was 
gradually emptied and afterwards drained by an in- 
dwelling catheter for two or more days before the first 
Operation, 

Once the preliminary cystotomy had been done there 
was no urgency about the prostatectomy, and the length 
of the interval between the two was determined by the 
patient's condition after the first operation, the general 
clinical findings, the state of the suprapubic wound, and 
the results of the tests of renal efficiency. The interval 
between the two operations was seven days in 110 (69 per 
ent.) cf the series; fourteen days in thirty-two (20 per 
cent.); while in the remaining cases, with a few excep- 
ions, the interval varied from eight to twenty-one days. 
Between the two operative stages a Hamilton Irving 
apparatus was fixed to drain away the urine, except in 
a few long-interval cases in which a large de Pezzer tube 
was used. The bladder was irrigated with boric or 


ap weak silver nitrate solution two or three times 
a day. 


Anaesthesia 


On account of earlier unfavourable experiences, pos- 
sibly due to errors in dosage or technique, we have as 
a rule used general anaesthesia in preference to spinal ; 
the latter method, although advocated by some autho- 
rities, has only been used where more or less active lung 


complications were present in a few cases, amounting to 


about 3 per cent. of the operations performed. Also, in 
view of the general condition of the patients, and of other 
factors, a heavy premedication or basal narcosis has not 
been considered advisable, the routine preparation having 
een 1/6 or 1/4 grain of morphine with 1/100 grain of 
atropine. A few patients who were exceptionally appre- 
hensive were given intravenous evipan or pernocton as 
a preliminary, but these amount only to about 1} per 
cent. of the operations. 

Originally nearly all the cases were given nitrous oxide, 
oxygen, and ether, though only small amounts of the 
latter were found necessary. Later it was often found 
possible to dispense with ether altogether, and since May, 
1934, gas-oxygen alone has been used in a little more than 
two-thirds of both the first-stage and second-stage opera- 
tions. During the past year ethylene, which has the 
advantages of giving slightly better relaxation and more 
complete oxygenation, has been substituted for nitrous 
oxide in the majority of cases with satisfactory results. 

Dr. Clausen, who gave the anaesthetics, has employed 
Webber’s modification of Boyle’s apparatus, and the 


‘simplest technique has been adopted throughout, tracheal 


insufflation or intubation never having been used. 


Technique 


In doing the operaons my aim was speed and sim- 
plicity of technique. Therefore the preliminary cystotomy 
or actual prostatectomy usually took only a few minutes. 

The bladder was exposed through a longitudinal in- 
cision of about two and a half inches from the symphysis 
pubis upwards and a rubber tube an inch in diameter 
introduced into the vesical cavity. This tube was re- 
moved after four days and a slightly smaller one used 
until the subsequent enucleation of the prostatic enlarge- 
ment. At the second stage the prostate was pushed 
forward by a finger of the left hand, on which two 
gloves were worn, while it was enucleated with the index 
or middle finger of the gloved right hand. The possi- 
bility of a partition being left between the vesical and 
prostatic cavities was always borne in mind, and if present 
was thoroughly divided. For a number of years I have 
used a clamp-incisor which I designed for dividing such 
a shelf. With this instrument the separating wall is not 
only divided but thoroughly crushed on each side of the 
incision. 

I have never found it necessary to extend tie pre- 
liminary drainage opening at the actual prostat2ctomy. 
After the prcstate was removed a rubber tube an inch in 
diameter was again intreduced into the bladder. There 
was usually very littlke haemorrhage during or after the 
prostatectomy when this technique was used ; in fact the 
small amount of blood lest never failed to surprise visit- 
ing surgeons. But when there was the slightest anxiety 
in regard to bleeding I never hesitated to pack the 
prostatic cavity with gauze. 


Post-operative Treatment 


When the patient was returned to his room or ward 
the foot of the bed was raised, but in the absence of 
haemorrhage it was lowered to the horizontal after about 
four hours and a Hamilton Irving apparatus again fixed. 
The suprapubic tube was taken out on the second day. 
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When the prostatic cavity had been packed owing to 
haemorrhage during or immediately after the operation 
the gauze was also removed on the second day. For the 
first four days the bladder was irrigated by means of a 
catheter passed through the suprapubic opening; from 
the fourth to the ninth day it was washed out by Janet’s 
hydrostatic method. After the ninth day a catheter was 
passed per urethram daily and bladder lavage performed 
until natural micturition was resumed or, in septic cases, 
even longer. 

Epididymitis occurred in seventeen of the series; in 
sixteen of these it was of a mild transient type, which 
reacted well to treatment, while in one patient there was 
abscess formation. 

Deaths 


In this series of 158 cases there were six deaths 
(mortality rate 3.7 per cent.), the causes of which were: 
pneumonia, two cases, fifth day and eleventh day; 
uraemia, two cases, fifth day and eleventh day ; paralytic 
ileus and cardiac failure, one case, eighth day; pyelo- 
nephritis, one case, seventh day. 


Commentary 


The surgical treatment of prostatic enlargement is a 
subject which has given rise to much controversy, and it 
would be difficult to find another pathological condition 
for which the operative technique varies so much. The 
need is for an operation that will cure the largest number 
of cases with the least risk, and the one which in my 
opinion does that is the two-stage prostatectomy through 
a short suprapubic incision. The advantages of this 
method are: 


1. A short suprapubic incision is sufficient. If a long in- 
cision is used prolapse of the bladder mucous membrane 
through the suprapubic fistula or hernia of the suprapubic 
scar may result. however careful one may be in repairing 
the abdominal wall after removing the prostate. 

2. Shock is reduced to a minimum. It is, in my opinion, 
less than in any other technique used in prostatectomy. 

3. There is much less haemorrhage than in the one-stage 
“blind” operation. 

4. The kidneys are allowed time to resume their normal 
function before the actual prostatectomy. 

5. Sepsis is reduced. When the urine is infected there is 
much less tendency to septic complications after prostatectomy 
by this method. This is evidently due to the auto-inoculation 
which results from the preliminary cystotomy. 

6. It is possible to cut down to a minimum the use of the 
catheter, which to some patients is an instrument of torture 
and to all a method of treatment conducive to sepsis. 

7. With this method there need be no fear of producing 
vesical neck pockets in which urine stagnates. 

8. The patient is left with a large vesical outlet, which is 
very important in old men who cannot be expected to have 
the expulsive power present in young patients. 


Some of the chief criticisms levelled against the two- 
stage operation are: the two anaesthetics and two opera- 
tions ; the longer time in nursing home or hospital ; the 
difficulty of enucleation of the prostate owing to fibrosis 
produced by the use of the suprapubic tube ; and delayed 
healing of the suprapubic opening. 

I have yet to meet the patient who objects to two anaes- 
thetics or two operations if he is given to understand that 
it means less shock and less danger than if the whole 
procedure were carried out in one stage. As regards 
length of time in hospital, when one remembers that the 
period of preparatory treatment before a_ preliminary 
cystotomy need not be so long as that necessary before a 
one-stage prostatectomy, one realizes that the difference 


5 IA CS EC TE A EO ae a eS RE 
A 


of time usually only amounts to a few days, and again 
my experience convinces me that patients do not in the 
least object to this little extra time when they learn that 
it means a greater degree of safety. In comparing the 
time required for this technique with that required in 
prostatectomy with immediate closure of the bladder one 
must remember, too, the long period of preliminary 
catheter drainage usually employed in the latter. In con- 
nexion with the criticism that enucleation is more difficult 
than when the operation is done in one stage, this has 
not been my experience. I have never had any difficulty 
in removing the adenomatous mass at the second opera- 
tion. Finally, with reference to delay in healing, I have 
not found any lengthening of the convalescence period. 

Some of the surgeons who advocate plastic procedures 
on the prostatic cavity after removal of the prostate in 
referring to the one-stage and two-stage “ blind” opera- 
tions draw rather ghastly pictures of the patients who, 
in their opinion, have had the misfortune to be subjected 
to such operative procedures. They describe the patients 
as being exhausted by haemorrhage and sepsis. In this 
series of 158 cases I have not had a single patient whose 
convalescence was even affected by reactionary or 
secondary haemorrhage, or who, much less, was exhausted 
by or died from loss of blood. As to sepsis, I should 
have thought it would be much more to the point to 
attack the post-operative treatment rather than the tech- 
nique of the operation. With their so-called re-formation 
of the prostatic urethra the same surgecns claim that 
sepsis is much reduced, if not eliminated, and that post- 
prostatectomy obstruction at the vesical neck rarely, if 
ever, occurs. Taking into consideration the long pre- 
liminary catheter drainage, the pockets which must neces- 
sarily be formed in a very large percentage, if not all, 
of their cases, the mode in which the bladder neck is 
sutured round the indwelling catheter which is left in situ 
for ten or more days after the operation—to say nothing 
of other possible or rather probable complications—I 
cannot think of any other technique which is more con- 
ducive to sepsis and post-operative obstruction. 


Summary 


1. The results of prostatectomy by the two-stage 
“blind” method are presented in a series of 158 con- 
secutive cases. 

2. There were six deaths, the mortality rate being 3.7 
per cent. 

3. A short outline of pre- and post-prostatectomy treat- 
ment is described. 

4. It is suggested that many of the complications 
which follow prostatectomy are avoidable by using this 
technique. 
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P. Schmidt (Med. Welt, November 28, 1936, p. 1717) 
maintains that an effective prophylaxis is possible not 
only of the common cold but also of the true infective 
influenza. The diagnosis of influenza can be established 
during the first few days of the illness by the presence 
of the Pfeiffer bacillus of influenza and the haemolytic 
streptococcus or pneumococcus'(on the Levinthal medium). 
The affected patients, particularly those who show a high 
temperature, should be isolated immediately. Spread of 
infection through cough should be prevented by appro- 
priate measures (coughing in a handkerchief, etc.). It !s 
particularly important to isclate the first cases of illness 
which appear in the autumn or early winter. The respon- 
sibility for carrying out these measures should rest not 
only on the medical practitioners but also on the lay 
persons responsible for the welfare of groups of the 
community. 














nit 


in 
ne 
at 
he 


ne 
ry 


lt 
as 
ty 


ve 


Id 


on 


ge 
yn- 


37 
at- 


ns 
his 


17) 
10t 
ive 
ed 
ce 
tic 


igh 
ro- 


ess 
on- 
not 
lay 
the 

















Fes. 6, 1937 


EXOSTOSES OF THE EXTERNAL AUDITORY MEATUS 


THE BritisH 
MEDICAL JOURNAL 


263 





EXOSTOSES OF THE EXTERNAL 
AUDITORY. MEATUS 


A TECHNIQUE FOR THEIR SURGICAL 
REMOVAL 


BY 


ARTHUR MILLER, F.R.C.S.Ed., D.L.O. 
Laryngologist, the French Hospital ; Consulting Oto- 
laryngologist, Ealing and Wimbledon Fever 
Hospitals ; Assistant Aurist, L.C.C. 

Exostoses* of the auditory meatus are due either to partial 
hyperplasia during the stages of development and ossifi- 
cation or to chronic suppuration of the middle ear, which 
causes a periostitis, with subsequent new bone formation. 
Some rare cases are caused by syphilis, trauma, or the 
irritation of prolonged and frequent immersion in salt 
water. Exostoses are often bilateral and multiple, usually 
sessile, and of slow growth ; they never become malignant, 
and are said to occur more often in men than in 
women. They are found anywhere in the bony meatus, 
and appear as rounded elevated masses with tense and 
somewhat blanched skin covering them. They are usually 

of ivory hardness and consistency. 

An exostosis may actually press on the membrana 
tympani and then give rise to tinnitus and reflex cough ; 
or it may gradually increase in size until it comes in 
contact with another exostosis or with the opposite wall, 
causing pain as a result of pressure. It might completely 
occlude the meatus. The lumen is then reduced to a 
minute slit-like opening, which may fill up with cerumen 
and debris or with exudation of an intermittent dermat- 
itis: or it may fill up with muco-pus in a concomitant 
otitis media or with the secretion of the sweat glands on 
a hot day or with salt water in bathing. In either case 
complete intermittent deafness with autophony and tin- 
nitus will result. 


It is generally accepted that exostoses should not be 
interfered with unless they cause untoward symptoms. 
The following are the indications for their surgical re- 
moval: (1) deafness and tinnitus; (2) incarceration of 
wax which cannot be removed by syringing ; (3) obstruc- 
tion to the outflow of pus from concurrent middle-ear 
disease in order to establish free drainage and an opper- 
tunity for treatment of the middle-ear cavity ; (4) dermat- 
itis with secretion; and (5) pressure symptoms with 
Neuralgic pain. 

It is said by many otologists that the surgical removal 
of exostoses of the meatus is an operation which might 
present great difficulties and is not devoid of danger 
to the patient “ because the very great hardness causes 
the chisel to drive on when the last fragment of them is 
divided, and it would be easy to damage the facial nerve 
or even the cochlea. Some of them are so hard that they 
turn the edge of all our instruments; they tend to split 
off and carry with them quite sizable pieces of bone” 
(Watkyn-Thomas and Yates, 1932). To avoid these com- 
plications I practise a different technique to deal with 
this contingency. While no claim is made for originality, 
I was unable on perusing the vast literature on the subject 
to find any mention of this technique anywhere. 


The Operation 


_ The chisel and mallet are discarded altogether, and 
mstead a burr propelled by an electric dental drill is 
used. Owing to the rapidity of motion of this machine 
Very little pressure is necessary, and the burr is therefore 


* This term is used to include osteoma and hyperostosis. 


not likely to slip and cause any injury to the surrounding 
structures. As the bony prominence is reduced very 
gradually there is no danger of splitting or fissuring the 
bone. Another advantage is that very little bleeding takes 
place as the heat produces a quick coagulation of the blood. 


Illustrative Case 


A man aged 52 had bilateral multiple exostoses, which pro- 
duced complete intermittent air-conduction deafness on the 
left side. One large exostosis, which was attached to the 
anterior wall, was in contact with the postero-superior aspect 
of the meatus; there were also several smaller ones on the 
posterior wall and on the floor. Under general anaesthesia 

















Fig. 1. 





an incision was made similar to the one used for the cortical 
mastoid operation and the auricle was pulled forward. An 
attempt was made to lift the membrano-cartilaginous meatus 
out of the bony canal, but this was not entirely successful. 
I therefore opened the external meatus and removed the bone 


,around the postero-superior aspect of the osseous meatus with 


nibbling forceps. This brought the exostosis into full view. 
The skin over the bony prominence was then incised with a 
fine-bladed knife and elevated. During this process it was 
torn and fringed. A cross-cut enamel burr with a pointed 
fissure (Fig. 1) was then applied with a firm hand to the 
anterior exostosis. This required no skill, but patience, since 
the bone was very hard. and yielded to the pointed burr only 
slowly though steadily. 

As soon as a path had been made the pointed cross-cut burr 
was exchanged for one with a flat fissure, using the cross-cut 
surface (Fig. 2). With a to-and-fro movement, applying gentle 
but continuous pressure, this burr did the work very quickly, 
shaving off the exostosis with great ease. There was very 
little bleeding. As soon as feasible a half-inch plugging was 
pushed past the exostosis to protect the drum. The process 
of reducing the bony prominence with the dental burr was 
continued until the whole tympanic membrane was clearly 
visible; the latter appeared to be congested but otherwise 
normal. ‘The external wound was then completely closed and 
the meatus was plugged with a vaselined strip of gauze, which 
was left in situ for four days. Six weeks afterwards the wound 
was completely covered by epithelium and the hearing had 
returned to normal. 


In addition to this case two patients with unilateral 
multiple exostoses with concomitant middle-ear disease of 
many years’ standing were operated upon similarly. The 
exostoses in both cases were presumably due to a peri- 
ostitis set up by the suppurative otitis media. Although 
they did not completely occlude the meatus the drums 
could not be seen, and there was an obvious impediment 
to the free outflow of the discharge; the term “ hour- 
glass exostosis” applied to this type is very descriptive 
of the condition. Enough of the bony prominences was 
removed with the aid of a dental burr to ensure a free 
passage and to get a clear view of the drum. In one 
case (a man aged 47) a polypus was found behind the 
exostosis, emanating from the middle ear. This was 
removed, and with appropriate subsequent treatment the 
ear dried up within five weeks. The other patient, a man 
aged 26, had extensive attic granulations, which were 
cauterized. Later, an ionization treatment was given ; the 
discharge ceased in about seven weeks. 


ON a Le TT: STEM ay 








264 ~FEeER. 6, 1937 


PSYCHOLOGICAL FACTORS IN RHEUMATISM 


Tue BRITISH 
MEDICAL JOURNAL 








I intend in future to tackle the exostoses through the 
external auditory meatus provided they are not too near 
the drum. The use of the electric dental burr is in my 
opinion absolutely safe if the handle is held firmly and a 
little dexterity is acquired in its manipulation, as, for 
instance, on a piece of ivory. After all, only partial 
removal of the exostosis is necessary to relieve deafness 
and as a preliminary to efficient treatment in a concomitant 
suppurative otitis media, and there is no reason why this 
should not be done by way of the external meatus. 


REFERENCE 
Watkyn-Thomas, F. W., and Yates, A. L. (1932). Principles and 
Practice of Otology, p. 172. 
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PART Il 


The principles governing an understanding of psycho- 
logical factors in rheumatism may be illustrated not only 
by taking as examples individual patients but by study- 
ing patients in series. The accompanying tab!e shows the 
analysis of twenty-one insured persons (referred by their 
societies for examination and seen during one year) who, 
in the absence of organic disease and of any “ inferiority,” 
complained of “ rheumatism” in the neck, shoulders, or 
arms. Before the onset of the rheumatism each of these 
patients had encountered one or more disturbing psycho- 
logical factors to which the response had been an 
emotional reaction which merged into a_ psychoneurotic 
anxiety state. The complaint of “rheumatism” de- 
veloped as one symptom among many during the course 
of the illness and, when it appeared, it rendered the 
patient sooner or later incapable of work. 


Serial Investigation of Rheumatism of the Neck, 
Shoulders, and Arms 


The table is divided into five sections, indicating the 
topographical distribution of the “ rheumatism “—namely, 
Section A—the neck—four patients ;*Section B—the neck, 
left shoulder, and arm—six patients ; Section C—the neck 
and various sites—five patients ; Section D—left shoulder 
and arm—five patients; Section E—right shoulder and 
arm—one patient. The findings of the table may be 
summarized as follows. 


Age, Sex, Marital States, and Occupation.—The | total 
number of patients was small—namely, twenty-one (eight 
males and thirteen females). Both sexes and all age groups 
were involved. The largest number (seven patients) occurred 
in the age group 25 to 35. As regards marital status, patients 
belonged respectively to all the groups—namely. single, 
married. and widowed (or separated)—and this applied to both 
sexes. The largest number occurred in unmarried females 
(eight patients). The occupations were various, that of 
domestic service providing five patients and that of shop 
assistant four patients. 

Type and Appearance of Patient.—The notes under this 
heading are, owing to the short time available for each 
examination. necessarily inadequate. As _ regards physical 
habitus eight patients were spare, twelve were well covered, 
and one was obese. The patients’ manner and bearing were 
described under the three headings of (1) anxious (showing 
objective signs of the anxiety state, such as_ restlessness, 
tremors, tachycardia, and taches; (2) depressed: and (3) 
detached. The detached patients were placid, cheerful, or 
smiling, and their behaviour suggested hysteria rather than 
an anxiety state. Of the spare persons seven were anxious 


and one detached. Of the thirteen who were well covered 
or obese six were anxious, four depressed, and three detached. 
Two of the patients, notably No. 9, and to a less extent 
No. 5, were cbviously unstable personalities ; two—namely, 
Nos. 3 and 6—-were poor types. who had a degree of mental 
deficiency. The remaining patients, however, were conscien- 
tious, superior people with a fair degree of intelligence. It 
may be concluded that no single type of bodily habitus is 
associated with “rheumatism” of the neck and arms. There 
is also a suggestion that this manifestation of psychoneurosis 
tends to occur more frequently in self-respecting, independent 
persons. 

Environmental Encounters——The inventory of environ- 
mental encounters which provoked psychoneurotic illness in 
respect of each patient is far from exhaustive. The items 
noted, however, represent happenings which were very 
definite and could be dated. There is no easy method of 
classifying these, but the following indicates the relative 
incidence of those recorded in the table. (1) Domestic— 
(a) death, seventeen times (namely, marital partner four, 
child four, parent six, brother or sister three); () illness in 
family, six times: (c) misbehaviour in family, one; (d) 
separation or jilting, four times. (2) thwarted occupation, 
eight times. (3) Severe financial stress. three times. The 
predominance of bereavement is noteworthy. Good examples 
of “ getting it in the neck “—in the sense of multiple depriva- 
tions encountered within a short period of time—are seen in 
Nos. 1, 5, 7, and 14. 

Emotional Recreation.—The symptoms recorded are only 
a selection of those which the patients volunteered. They 
include such mental symptoms as grief, worry, resentment, 
anger, depression, and self-reproach, and such bodily symp- 
toms as tiredness, weakness. palpitation, sleeplessness, cessa- 
tion of milk, choking sensations. and soreness all over. It is 
of interest in connexion with the symbolism of the neck to 
note that personal pride was a prominent finding in Nes. 2, 
15, and 17, and that resentment was very evident in 3, 4, 5, 
8, 11, 13, 19;-and 21. 

Chief Rheumatic Symptoms.—The chief complaint was pain 
or stiffness. Sometimes there also occurred numbness, 
prickling sensations, and in one or two instances sudden 
attacks of loss of power. (An interesting example of loss of 
power was No. 16, a widower. whose illness had developed 
after the death of his wife. He lived alone and when he 
was making his bed in the morning his left arm. which he 
raised to hold up the sheets, * fell dead by his side.” When 
this happened the pain in his left arm used to radiate into 
the back, where it “stopped at the last rib °—? Adam’s rib.) 
Another symptom which sometimes emerged was swelling of 
the joints. This was found in patients No. 5 (left wrist), 
No. 12 (right knee), and No. 19 (fingers). In this connexion 
it may be noted that not infrequently rheumatoid arthritis 
may arise in the course of a psychoneurotic anxiety state; 
of six patients with rheumatoid arthritis seen by me during 
the year of this inquiry three were examples of this. 

Time Incidence of Rheumatic Symptoms.—The time interval 
which elapsed between the environmental encounter and the 
onset of “rheumatism” in the course of the illness was very 
variable. In four instances it occurred within a week; in 
seven within three months; in six within six months: and in 
two instances the psychoneurotic symptoms had been chronic 
for two years before rheumatism emerged. Patient No. 10 
gave a story which indicated that severe pain. localized to the 
back of the neck, may emerge during the acute stage of an 
intense emotional reaction. This woman at the age of 33, 
while carrying her sister's baby through a field. was chased 
by a stallion. She had to run and dodge before she was able 
to drop the baby over the fence. “1 didn’t think of myseif; 
I kept saying, ‘Itll not get the baby: Ill be trampled to 
death before I let the baby get killed.” Within a few hours 
she had a reaction accompanied by terrific pains at the back 
of the neck. for which she had to receive morphine. These 
pains lasted about a week and did not recur for nearly 
twenty years, when they came back following the death of 
her father. It is clear that “rheumatism” as an episode in 
an emotional reaction may be early or late. This variation 
in its time incidence is a feature common to other bodily 
disturbances of psychoneurotic illness. Thus in one patient 
palpitation may be the first bodily symptom, but later it may 
be replaced by headache or gastric disturbance: whereas In 
another patient headache or gastric disturbance may be 
prominent in the earlier stages, to be replaced at a later date 
by palpitation. 

Diagnosis, Treatment, and Duration of Incapacity. —With 
regard to diagnosis, eleven patients were labelled “ rheum- 
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atism.” nine “ neuritis,” and one “ fibrositis.” Of the twenty- 
one pee eleven have been treated at clinics or hospitals 
by physical therapy in the form of massage, electricity, heat, 
etc. One patient, No. 6, had also suffered injections, sinus 
operation, and full dental “extraction, with no relief. The 
duration of incapacity ranged from a few weeks to over a 
year, and in several instances it was recurrent. 

Topographical Distribution of Rheumatism.—The sites of 
pain, etc., may be grouped as follows: neck only, four 
patients ; neck and left arm (including two in Group C), seven 
atients; left arm only, six patients; right arm only, one 
Cations. The predominance of pain in the left arm as com- 
pared with the right is remarkable—namely, thirteen patients 
to one. Another point to be noted is that the pain was 
usually felt on the extreme left aspect of the body—namely, 
the top of the shoulder and the outer side of the left arm. 


Discussion 


The foregoing demonstrates a method of analysing 
patients in series. The psychological encounters, the 
emotional reactions, and the date of the emergence 
of the “rheumatism” are indicated in tabular form. 
Indeed, the table may be described as epitomizing 
twenty-one stories, each of them with chapter headings 
which might be entitled: (1) I experienced misfortune ; 
(2) I took it ill; (3) I felt it sore and stiff. In 
the group used for illustration all ages and all 
types (spare or fat, anxious or placid) were found. 
The time of onset of pain cr stiffness during the psycho- 
neurotic illness varied widely between the different patients. 
On occasion swelling of the joints also emerged during 
the course of the emotional reaction. 

The true nature of the illness in the group under survey 
was not recognized, and attempts were made in half the 
patients to “rub away the pain” with massage, but 
without success. Among the many questicns arising out 
of the investigation of this small group is the following: 
Why should these patients have developed rheumatism in 
the neck or shoulders or arms, especially the left arm? 
It is not possible to give a full and satisfactory answer to 
this question in respect of each patient because of lack of 
data. Each patient was seen only once, and as a result 
psychological investigation was necessarily superficial. As 
was previously stated, patients with inferiority (who com- 
plained of pain in these regions and who gave a history 
of previous injury or who had a fear of disease associated 
with these sites) were excluded from the series under 
observation. Patients Nos. 4 and 7, however, were doubt- 
ful examples of inferiority associated with fear of disease. 
The answer in many of the examples is probably related 
to the problem of unconscious symbolism. Personal 
pride was a well-marked finding in patients Nos. 2 and 
15, and resentment or obstinacy was very evident in Nos. 
1, 3, 4, 5, 8, 11, and 13, all of whom had pain in the neck. 
On the other hand, there was a degree of resentment in 
Nos. 19 and 21, and these did not have pain in the neck. 
The predominance of the left arm and shoulder over the 
Tight as a site for rheumatic pain is also probably depen- 
dent on symbolism. 


The Symbolism of the Left Side 


The above serial investigation suggests that the left 
side in the collective unconscious may be associated with 
ideas related to disaster and misfortune. This suggestion 
Teceives support from other sources, such as folklore and 
etymology. The illustrations from folklore are numerous, 
ut only two are quoted here. If we spill the salt— 
Which is an “unlucky” thing to do—the evil omens are 
averted by throwing salt over the /Jeft shoulder. If we 
dream of a dead person and he holds out his /eft hand 
to greet us, this, according to popular dream interpreta- 
tion, is a sign indicating disaster or death. As regards 
etymology, it has been observed that in most languages, 
certainly in all Indo-European languages (Schrader, 1890), 
he word for left may mean ill-omened, disastrous, or 
Sinister (which is Latin for left). 

, Note—Recent characterological investigations (Wolff, 1933) 
Indicate the association of the left side of the body with the 


“ collective” (the experience of the species), whereas the right 
side is more related to the experience of the individual. “In 
animals and in men the right half of the face bears an indi- 
vidual expression, while the left half—the ancestral type— 
reveals the expression of the species. In saga and in myth 
the left hand means the magical and the demoniac, while the 
right hand means the good.” Although certain symptoms are 
known to predominate in one-or other side of the body, 
attempts are not usually made to interpret the significance 
of such distributions. An interesting example of left-sided 
predominance, the distribution of tender spots in hysteria, is 
mentioned by Purves-Stewart (1924). ‘“ When not in the 
middle line they are generally left-sided, except in left-handed 
patients, where they are right-sided.” It is probable that 
psychoneurotic symptoms on the left side or in the middle 
line are more commonly associated with the deeper (or 
species) levels of the mind than those on the right side, which 
can usually be linked up with the personal experience acquired 
by the individual, as, for instance, “ inferiority,’ whether 
relating to structure, to fear of disease, or to moral 
transgression. 


Incidence of Psychoneurotic Rheumatism 


Rheumatism is one of the chief labels given to describe 
the reasons for incapacity for work. The morbidity 
statistics for the insured population of Scotland show that 
during each year this label is applied to 10 to 12 per cent. 
of all persons incapacitated for work, and is responsible 
for about 10 to 12 per cent. of the total time lost from 
sickness. During recent years it has also been noted that 
the incidence of rheumatism is tending to rise. What 
proporticn of “cases of rheumatism” can be better 
described as examples of persons suffering from psycho- 
neurotic anxiety state, in which such symptoms as pain 
ahd stiffness have developed as an episode? It is not 
possible to give an answer applicable to the general 
population, but that the proportion may not be incon- 
siderable is suggested by the results found in insured 
persons examined by a medical referee. The reasons for 


- such reference are, among others, the duration of time the 


patient has been on the sick list. The findings in such 
samples are not therefore applicable to the general 
insured population. 

In a previous inquiry into the incidence of psycho- 
neurosis aS a reason for incapacity in insured persons 
who had been examined by a medical referee (Halliday, 
1935) it was noted that of 145 consecutive persons labelled 
rheumatism (including fibrositis, lumbago, sciatica, and 
neuritis) fifty-seven—that is, 39.3 per cent——were in- 
capacitated because of psychoneurosis. A further investi- 
gation into a series of referred insured persons was made, 
and the findings were classified in greater detail. The 
result of this second inquiry, not yet published, showed 
that of sixty-two consecutive persons labelled rheumatism 
twenty-three—that is, 37 per cent.—were regarded as 
being disabled because of psychoneurotic disturbance. Of 
these, five were noted to have had structural changes which 
had subsided, but the remaining eighteen—that is, 28.2 
per cent.—were examples of “ pure psychoneurotic rheum- 
atism.” There is therefore no basis for the opinion 
sometimes expressed that psychoneurosis is “nearly 
always” a superstructure cn a “ real organic illness.” 


A Note on Rheumatoid Arthritis 


In three of the patients tabulated in the serial investiga- 
tion swelling of the joints emerged after the onset of pain. 
This suggests that psychological factors and emotional 
reaction may have a _ bearing on the problems of 
rheumatoid arthritis. 

There is little literature on this subject. Swelling of the 
joints is known to occur in hysteria. Ray (1934), in his 
excellent book on rheumatism, stresses the part played 
by emotional reaction in rheumatoid arthritis. He also notes 
that among the prodromal symptoms are tachycardia, signs 


‘of weakness, “ general debility,” vague pains, dead feelings 


in the arms, and pins-and-needles in the fingers—symptoms 
similar to those illustrated in the table and typical of emotional 
reaction. Ellman and Mitchell (1936), in the recently published 
second volume of the Reports on Chronic Rheumatic Diseases, 
give the results of a serial investigation on the psychological 
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Sex, F Emotional Reactions Prior | (1) Diagnosis 
Marriage, T — Environmental Encounters, with Dates io Oncet ohiRheumauc Date and Nature of (2) Incapacity 
No : Pee Oi eee On (Psychological Factors) Ss rains - Rheumatic Symptoms (3) Hospital 
Occupation Paros . Therapy 
A. | : 
] F., widow, |“ Respectable,”’ well Sudden death of husband, January, 1934; | Grief; anxiety about making Pains and stiffness at back | (1) Rheumatism 
48 years, covered, anxious marriage of eldest son, chief bread- ends meet. Resentment | of neck and between the | (2) Recurring 
cleaner winner, against mother’s wish, Sept- at behaviour of son and | upper scapulae, Sept- | (3) Yes 
ember, 1934; learning of illegitimate daughter ; weakness, pal- | ember, 1934 | 
ee of eldest daughter, September, pitation, sleeplessness | | 
193 | 
’ 
| | H 
2 | F, married, “Superior (hadbeen Married April, 1935; confined August, | Anxiety about payment of | Ditto, September, 1935 | (1) Rheumatism 
| 25 years, ‘a lady's maid), intelli- 1935. Her husband, who had been in hire-purchase instalments. | | (2) 4 weeks 
housewife gent, well covered, steady work, unexpectedly lost employ- Sleeplessness, palpitation, | (3) No 
depressed ment, September, 1935 cessation of milk | 
3 F., single, Slovenly, poor men- Irish girl. Jilted May, 1934; left good Tiredness ; weakness ; “ very | | Ditto, July, 1634 (1) Neuritis 
21 years, tality, well covered, situation and went home, June. No upset. Resentment at | (2)4 a 
domes.ic anxious and sympathy at home, and returned to attitude of parents, who | (3) I 
serval depressed Glasgow to new situation, August insisted on her returning | | 
to work | 
4 F., single, Independent, con- Her married sister, ill with cancer of | “IlLand rundown," October,! Ditto, December, 1935 (1) Muscular 
40 years, scientious, ‘‘ hard,” breast, came to reside with patient, 1935. Choking sensations | | rheumatism 
machinist intelligent, spare, September, 1935, who worked by day and “ tonsillitis,’ Nov- | | (2) 4 weeks 
and detached and nursed by night. Brother-in-law ember, 1935. ? Fear of | ' (3) Yes 
did not come to visit his wife, who died cancer. Sleeplessness, | 
| January, 1936 palpitation, weakness. 
Intense resentment at 
brother-in-law | 
B. | | 

5 | M., married, Ex-Salvation Army | In May, 1935, his father died, his only | Grief. Sore all over. De- | Pain and stiffness of neck (1) Rheumatism 
| 33 years, officer, intelligence daughter died, and he lost his employ- pression. Resentment | and left shoulder, July. (2) S months 
| riveter fair, well covered, ment. In July his wife began to receive against God. Tempera- Pain and “ swelling’ of | (3) Yes 
| detached and placid ; radium treatment for uterine disease. ture raised after accident thumb and second and 
On August 8 he injured his nose in August third fingers of left hand, 

August, 1935 

6 | F.,single, | Poor mentality, Sudden tragic death of mother, August, | Grief, remorse, self- | Pain and numbness be- | (1) Neuritis 
| 26 years, dirty, subject to 1934, who had looked after patient's reproach, ‘ felt awful.” tween upper scapulae, (2) 9 months 
; domestic — recurring bronchitis, illegitimate child Attacks of suffocation left shoulder and outside (3) Yes 
| servant spare, anxious left arm, August or 
| September, 1934 
} 

7 =| *F., single, Hard-working, con- | In September, 1935, elder brother killed, | Grief, anxiety, sweatings, re- | Pain and stiffness back of (1) Influenzal 
| 22 years, (scientious, intelligent.; fiance of sister died suddenly, and her curring temperature, pains} neck and between upper —_—— 
| weaver spare, marked younger brother took ill with ulcerative all over, palpitation; con- | scapulae Pain and | (2 i as 
| anxiety endocarditis viction of havingcontracted} numbness outer sideleft (3 
| ulcerative endocarditis | arm. February, 1936 
t 

8 | M.., single “ Superior,” Been in the same job for 7 years since | Resentment towards em- | Pain back of neck and (1) Neuritis 
| 22 years, intelligent, well leaving school; sacked for “ taking a ployer. Over-anxiety re between upper scapulae, (2) 2 months 
| shop assis- covered, anxious, loan of the cash,’’ November, 1934. employment. He “prays November, 1935. Pain, | (3) No 
| tant resentful Continuous and unsuccessful attempt every day for work.” numbness and prickling | 
| to regain employment Sense of futility and * cool- sensations outer side | 
ing off” in his relations left arm, February, 1936 
| to his fiancee 

9 | M., single, Nervous over- In same post for 10 years; fell _un- | Depression. Increasing per- | Pain at back of neck, | (1) Neuritis and 
| 28 years, ‘anxious type, devoted employed in October, 1934. Since formance of menial house- November, 1935. Pain fibrositis 

shop assis- to mother, avoids then he has tried all methods (selling | hold duties. Sleeplessness, and burning left; (2)3 — 
tant female society, fair articles in streets, etc.) to earn a liveli- weakness, palpitation, lack shoulder and outer side | (3) Ye 
intelligence, spare, hood, without success of concentration left arm, March, 1936 | 
| marked anxiety 
10 | F., single, Conscientious, hard- (See text.) Death of father, November, | Anxiety, nervousness, giddi- | Pain at back of neck. | (1) Brachial 
| 53 years, working, intelligent, 1933; death of mother, October, 1935 ness, palpitation, sleepless- Transient loss of power neuritis 
|} domestic | obese, marked ness, weakness right arm, November, (2) 6 months 
| servant | anxiety 1933. Pain kept recur- (3) Yes 
} ring and increased in 
| | severity after October, 
} 1935. Pain outer side 
| left arm, February, 1936 
\ 
cs. 4 | 
11 | F., married, | Independent, ‘“‘good Left her husband, January, 1935, four | Anxiety, depression, resent- | Pains between upper scap- (1) Rheumatism 
separated, living,” fair intelli- ; years after marriage because of his un- ment at having to work, |  ulae and at back of neck, (2) Recurring 
34 years, gence, well-covered,! faithfulness. Took up work as cleaner sleeplessness, palpitation, | March, 1935. Lumbago, (3) Yes 
cleaner | anxious | —had not worked during marriage—to giddiness, “influenza,” | April, 1935 | 
| | | support her two children February, 1935 | 
12 M., widower,| “‘Easy-going,” not  Childless marriage. Wife died Dec- | Grief, sore all over, depres- | Dull aches between upper (1) Rheumatism 
58 years, | very intelligent, well ember, 1935. Lives alone sion scapulae, January, 1936. (2) 3 months 
platelayer | covered, depressed | Swelling right knee, (3) No 
| | March, 1936 | 
13 F., widow, | “‘ Easy-going,”’ intel-  Childless marriage. Husband died Jan- | Grief, anxiety, irritability, | Pain and stiffness “all (1) Rheumatism 
50 years, | ligent, spare, anxious uary, No relatives. Had not resentment at having to over’ left arm. *‘Lum- (2) Recurring 
attendant | worked during marriage. In March, work bago,” April, 1933 (3) Yes 
| 1933, obtained post as cloakroom at- 
| tendant 
| 
14 |M., married, Conscientious, fair Nervous since 1928, when he was injured | Sleepless, jumpy, sore all | Pain and stiffness back of | (1) Rheumatism 
34 years, intelligence, spare, in the. pit. Since then worked above over, depressed, no appe- | neck, between scapulae (2) Recurring 
surface mine anxious | ground. Only child died, July, 1935. tite, palpitation and outer border left (2) No 
worker | | Lost his employment, August, 1935, and arm, and left thigh, 
| | to get work returned to the pit, Sept- March, 1936 
{ | ember, 1935. His mother, who lived 
| | with him, died January, 1936 
15 F., single, Independent, con- | For 8 years had been in charge of ac- | “Shock” atemployer’scon- | Pain at back of neck | (1) Fibrositis 
47 years, scientious, very countancy side of the business. In duct. Was torn between between upper scapulae | (2) 5 weeks 
secretary intelligent, well- December, 1934, discovered that her her ‘‘independence”’ and and in knees, May, 1935 | (3) Yes 
| covered, anxious employer was interfering with the the impossibility of ob- 
i books. In January, 1935, was off duty taining ‘“‘another job at 
j for three months with “‘ nervous break- my age.”’ Sleepless, sweat- 
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— . P . (1) Diagnosis 
No Marriage, Tees of Verma Environmental Encounters, with Dates a ae Date and Nature of (2) Incapacity 
r Age, yP (Psychological Factors) Suninieiin Rheumatic Symptoms (3) Hospital 
Occupation ee Therapy 
— | | 
16 M.,widower,, ‘‘ Easy-going,”’ Childless marriage, wife died March, 1933. | ‘‘ Never the same since wife | Pains and numbness outer la) Neuritis 
55 years, industrious, Lost employment, July, 1933. Lives died.”’ ‘‘ Influenza,” April, side left arm, January, | (2) 9 months 
shipwright fair intelligence, alone. (See text) 1934. Depression, weak- 1934. Has attacks of | (3) No 
spare, anxious ness, sleeplessness ; no loss of power of left 
appetite arm 
17 F., single, Industrious, ‘* Nervous since 1928, when her father died | Increasing nervousness, de- | Pain and numbness all | (1) Neuritis 


conscientious, 
fair intelligence, 
well covered, placid 


37 years, 
shop assistant 


18 |M.,married,| Independent, 
54 vears, conscientious, 
boiler keen churchman, 
fireman intelligent, well 


covered, depressed 


19 F., single, ‘* Superior,” 
17 years, keen on books, 
domestic fair intelligence, 
servant well covered, 





and she broke her engagement, believing 
(erroneously) that her fiance had con- 
tracted V.D. Since then lived with an 
invalid mother. In July, 1934, her 
married sister introduced her to “a man 
to marry,” but ‘‘on hearing about his 
— ”* she broke off the acquaintance- 
ship 


In January, 1936, his only brother died, 
and also his son-in-law, the husband of 
his only child. He was intensely devoted 
to his son-in-law and they were insepar- 
ables. ‘* He was my son.” 


Of poor parents, who had struggled to 
give her a good education, including a 
course of shorthand and typing, which 
she completed in December, 1934. For 


j 


pression, sense of futility, 
palpitation, giddiness, 
weakness 


Grief, depression, sore all 
over. “Influenza,” Feb- 
ruary, 1936 


Resentment, ‘‘hated the 
work” ; palpitation, July ; 
fear of heart disease, 
August; sore all over, 
September 


over leftarm. Attacks 
of loss of power, Janu- 
ary, 1935 


Pain and stiffness outer 
side left arm and left leg, 
March, 1936 


Pain in left shoulder and 
outer side left arm, 
October, 1935 ; swelling 
of fir gers of both hands, 
November, 1935 


(2) 5 months 
(3) No 


(1) Rheumatism 


(2) 2 months 
(3) No 


(1) Rheumatism 


(2) 2 months 
(3) No 





depressed 6 months she unsuccessfully sought 
employment, when in June, 1935, at her 
| parents’ request and against her will, 
| She entered domestic service 
20 | M., married, | ** Easy-going,”’ 


fair intelligence, 
well covered, 


56 years, 
shop assistant! 


Wife an invalid since 1925. Only son | “Took his son’s death ill | Pain left shoulder and | (1) Neuritis 
| died, September, 1934. On sick list, 
January-June, 1935, with neurasthenia. 


and never well since.” outer left arm, Sept- | (2) 6 months 
Loss of voice, palpitation, ember, 1935 (3) Yes 





detached, cheerful | Lost his situation, August, 1935 and pains all over, Octo- 
ber, 1934; weakness, sleep- 
lessness, attacks of trem- 
bling 
_— : : 
E. | } 
21 F., married, ! Independent, Left her husband, June, 1934, because of | Anger, resentment, self- Gnawing pains right | (1) Neuritis 
separated, “good living,” his infidelities. Had worked during pity, dizziness, weakness. shoulder and outer side | (2) Recurring 
27 years, intelligent, spare, | her marriage as cashier. Lost her Sore all over, September, right arm, November, | (3) Yes 
cleaner anxious, | occupation, December, 1934, because of 1934 1934. Has been fre- 


ambidextrous 
as cleaner 





her ‘‘ill-health.”” Had to take up work 


quently on the sick list 
since with diagnoses 
which include rheum- 
atism, lumbago, 
influenza, fibrositis, 
anaemia, and neuras- 
thenia 














aspects of forty rheumatoid and forty arthritic patients. The 
authors approach the problem from the standpoint of the 
psychiatric specialist, and their field of inquiry is directed 
mainly to the study of the * personality types” of the various 
patients. They found that twenty-seven of the patients with 
rheumatoid changes (67 per cent.) showed a predominance of 
schizoid features with marked morbid anxiety. The paper is 
important, and emphasizes “the need for fuller consideration 
of the mental aspects of disease processes in general and 
chronic diseases in particular.” 


The “cause” of rheumatoid arthritis still remains 
obscure. Much work has been done on the physical and 
micro-organic factors of the environment, but psycho- 
logical factors have been largely ignored. Lack of appre- 
ciation of the meaning of these is perhaps responsible for 
some of the quandaries of mechanistic research. 


For example, Hench (1936), in a valuable summary of 
recent American researches on diseases of the joints, notes 
the amount of “speculative literature” dealing with aetio- 
logy, and mentions as current theories: (1) infection, (2) meta- 
bolic abnormality, (3) circulatory deficiency, (4) endocrine 
abnormality, and (5) imbalance of the sympathetic nervous 
system. “The last two or three theories,” he writes, “ may 
be summarized as follows: an endocrine imbalance affects 
the sympathetics, thereby impairing the articular and general 
circulation ; general and articular metabolic abnormalities are 
fostered, and arthritis develops with or without the aggra- 
Vating influence of infection.” 


Although this theory places the primary blame on the 
endocrine and autonomic systems—the bodily mechanism 
of emotional reaction—psychological factors are not 
Mentioned in the consideration of aetiology. This blind 
Spot is very curious. When we are not in the frame of 
mind to which scientific medicine has accustomed us we 
all know, for instance, that a youngster who has lost his 
Penny sheds tears, has an increased heart rate and heavy 


respirations, and we acknowledge that these manifesta- 
tions are evidence of endocrine and sympathetic 
“imbalance.” We also know that these disturbances 
usually cease when we give the youngster another penny, 
or, failing that, distract his attention. Further, if a 
“medical uncle” were to disregard the symbolism of the 
symptoms (namely, I have lost a beloved object), and 
attempt to find a “ cure” for the boy’s bodily disturbances 
by studying the changes which he would undoubtedly find 
in the blood sugar, the basal metabolism, and the circula- 
tion, we should agree that his outlook was rationalized and 
could scarcely be regarded as truly scientific. Moreover, 
we should expect, in virtue of our common human experi- 
ence, that such procedures would tend to prolong and 
aggravate the boy’s bodily disturbances. This comment 
is made, not to disparage the inherent value of mechanistic 
investigations, but to suggest that illness is best interpreted 
as the reaction of an integrated individual to his environ- 
ment, which includes psychological factors, and that to 
disregard these may cause us to miss the whole point of 
rheumatoid changes in certain patients. 


Treatment and Prevention 


Treatment depends on two things: on recognizing the 
true nature of the patient’s disorder, and on knowing how 
not to make the patient worse. Recognition requires: 
(1) the making of a. thorough physical examination not 
only of the site: complained of but of the person; 
(2) appreciation of the part which psychological factors 
play in affecting the body; and (3) refraining from dis- 
covering structural abnormalities which are not there. 
Regarding the last, Mennell (1935), in his useful book 
Backache, writes: “Of this I am_ sure, that, if 
imagination is ready to run riot, it is possible to detect 
abnormalities where none in fact exist.” Fibrositis is an 
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example of this. Some practitioners find it very fre- 
quently, whereas others in the same locality only discover 


its presence on relatively rare occasions. 


Knowledge of how not to injure the person—and harm 
can be done by word as well as by deed—requires an 
understanding of the three main characteristics of psycho- 
neurotic illness. These were described in a previous paper 
(Halliday, 1935), from which the following is a quotation: 


“Disturbances of the emotional self are only imperfectly 
appreciated and understood by the conscious self. Because of 
this the person with psychoneurosis shows three interesting 
characteristics : 


“1. Innocence and Rationalization——The patient is not 
properly aware of the relationship of his bodily disturbances 
to his life’s difficulties. The processes at work proceed apart 
from the consciousness of the patient, who is unaware of what 
is happening and is unable to understand why he has become 
different. His conscious attention is distracted from his life’s 
difficulties and becomes dominated by his symptoms, which 
he interprets as evidence that he is physically ill. Moreover, 
he rationalizes—that is to say, his intellect provides him with 
an explanation of his illness usually in terms of his physical 
environment, and he blames such factors as heat, cold, damp, 
bad air, unsuitable food, strain, injury, or overwork. As a 
corollary the patient expects to find his salvation in physical 
therapeutics—for example, tonics, drugs, injections, massage, 
fancy diets, change of air, extraction of teeth, operation, ultra- 
violet rays, etc. This characteristic of rationalization provides 
two pitfalls for the practitioner. First, the patient’s own 
account of the aetiology of his illness may be entirely mis- 
leading, and, secondly, when a patient clamours for injections, 
ultra-violet ray, massage, or operation, then we have to 
remember how much psychoneurotics love these things. 

“2. Increased Suggestibility—When the emotions come into 
play the conscious intellectual mind loses its power of judge- 
ment. It accepts, without discrimination, ideas and _state- 
ments. As doctors we all know that when illness attacks a 
member of our family and we become anxious, not only our 
medical judgement is affected, but even our powers of 
accurate observation. In short, anxiety makes us suggestible. 
Patients with psychoneurotic illness respond excessively to 
suggestion, especially unhealthy suggestion. Any remark or 
hint by the doctor about organic disease is eagerly accepted 
by the patient whose subconscious mind elaborates the term 
to suit its purpose. Any hesitancy by the doctor, any talk 
about “conditions” or “slight weakness,” is interpreted as 
evidence of serious disease, and the symptoms of the patient 
increase. A written certificate issued weekly giving the name 
of a disease has a definite Coué effect towards morbidity. 
“Week by week, the certificates speak: Bronchitis, bron- 
chitis, bronchitis —with the result that in time the conviction 
of organic disease, and with it the symptoms, become fixed. 

“3. Motive and Purpose.—Emotion has for its purpose the 
preservation and perpetuation of the self; this response, 
however, is a blind one below the intellectual level, and the 
patient is not conscious that his ‘illness’ may be regarded 
as a purposeful reaction. It usually provides a way of 
escape from an intolerable situation——personal, financial, or 
occupational. The patient becomes the object of solicitude 
and attention. He secures sympathy instead of derision. The 
illness may act as an explanation, as when a man fails in 
an examination, or in his business, or loses his employment, 
or fails to play games as he used to. When the ‘pension 
situation’ exists—that is, when a person is paid money 
because, and so long as, he is ill, the illness provides a 
material advantage. We have to recognize that ‘many 
patients are not prepared to take the consequences of becom- 
ing well’ ” (Ross, 1929). 


Certain further observations in relation to psycho- 
neurotic rheumatism can be made under these headings: 


Innocence and Rationalization 


Many patients who have worked for years without 
physical symptoms in atmospheres of heat, cold, or damp 
will attribute their rheumatism to one or more of these 
factors. That these may have a cumulative effect lead- 
ing to a breaking-point in the patient’s resistance cannot 
be doubted, but not infrequently on investigating psycho- 
logical factors we find that the illness is really one of 
emotional reaction in which pain and stiffness emerge as 
symptoms—not because of the direct action of these 
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physical forces on the body tissues—but because know- 
ledge of these forces as “causes of rheumatism” has 
served to increase the fears of the patient and helped to 
focus his attention on the aches and pains which have 
arisen, naturally, in the course of an anxiety state. 


Concerning the desire of the psychoneurotic patient for 
physical therapy, mention may be made of massage. 
This is presumably a physical method of treatment 
designed to effect physical changes such as the wearing 
down of fibrous tissue or as a method of passive exercise. 
Among insured persons I have noted that many with 
structural changes who would benefit by massage do not 
receive it because, not being psychoneurotic, they do not 
clamour for it; on the other hand, many persons with 
psychoneurotic illness are receiving massage because they 
clamour for it. Massage administered in this uncon- 
sidered way only serves to fix the symptoms and prolong 
the incapacity. Where massage fails such patients usually 
run the gamut of all the electrical appliances available in 
the out-patient department. In such instances Roheim’s 
(1930) description of the medicine-men of Borneo seems 
not inapposite: 


“To see a party of these doctors feigning to draw by hand 
an evil spirit or a malady from a person’s body is very 
amusing. At times one can find a circle of them dancing 
round and round and feigning to catch evil spirits... . The 
demon may lodge in a joint and then it is hard indeed to 
get him out!” 


A word may be said about indoor hospital treatment. 
When persons ill with psychoneurosis are admitted to 
hospital they often improve and remain improved for 
some time after dismissal; then they relapse. In_ this 
connexion it should be remembered that hospital or resi- 
rence at a spa—quite apart from any physical treatment 
received—represents a removal of the patient from the 
psychological factors of his everyday environment, both 
domestic (for example, sick children, a feckless wife, the 
rent book on the mantelpiece) and occupational (such as 
a nagging foreman, fear of injury or disease, and un- 
congenial work). For such patients a hospital bed or 
residence at a spa may be like the Garden of Proserpine 
described by Swinburne: 

“Here, where the world is quiet, 
Here, where all trouble seems 
Dead winds and spent waves.” 


The Factor of Increased Suggestibility 


“An important principle is not to make illness by in- 
cauticus expressions. There are certain words which the 
physician should keep under lock and key as he would 
strong poisons. The terms ‘spinal cord’ (and ‘ spine’) 
pierce nervous people to the marrow, to such an extent 
that they may even produce a hysterical disturbance of 
The word 
“rheumatism,” although generally accepted by the laity 
as meaning pain and stiffness, may also be “ poison” in 
the case of persons who have known or seen a relative 
or friend crippled with rheumatoid arthritis. Patients do 
not voluntarily tell the doctor about the diseases they 
fear. Sometimes this is because the fears are repressed ; 
sometimes the patient is quite aware of his fears and is 
afraid to tell his doctor in case they are confirmed. 


However, patients will confess when they are asked in 
the proper way. It is therefore important after making 
an examination in which physical signs are negative to 
ask the patient his views regarding the nature of his ill- 
ness as well as the “diseases” he has met among his 
acquaintances. If we omit to make such inquiries, and 
simply tell the patient that he is sound or almost sound, 
his fears of disease as well as his symptoms increase, 
because he thinks that we are merely being kind to him 
and that by keeping silent we are sparing his feelings. 

Mrs. Eddy, the foundress of Christian Science, used 
to inform her pupils that the first duty of the practitioner. 
was to begin by allaying the fears of the patient. Medical 
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men, quite unwittingly, may begin by increasing the fears 
of the patient. This is done by supplying the patient with 
unnecessary technical terms and disease labels, or by 
ordering physical therapy for structural changes that do 
not exist. “A hasty, ill-considered diagnosis may fix a 
neurosis for life” (Ross, 1929). To use a_ Biblical 
metaphor, it may let in seven devils where there was only 
one before. Such inadvertent expressions and acts give 
rise to what have been called “ iatrogenic diseases °—the 
illnesses created by doctors. Further, it should be remem- 
bered that conscious concentration on any part or system 
of the body tends to disorder the function of that part 
or system. This is the basis of certain Yoga practices, 
but there is no need to go to India to study the effect of 
meditation and concentration on bodily functions! 


Motive and Purpose 


Many patients with psychoneurotic rheumatism con- 
tinue to be ill, not so much because of the past but 
because of the future. Their emotional reaction prevents 
them from looking steadily at their environment and 
thinking out the appropriate action to be taken in the 
altered circumstances. Treatment must therefore be con- 
cerned in helping the patient wherever possible to find 
his future—in relation to finance, occupation, and fears 
of disease. So much is clearly within the scope of the 
doctor. 

Treatment may also be required in respect of the 
patient’s deep-seated emotional attitudes to life and its 
situations—for example, pride, resentment, obstinacy, self- 
will. These attitudes, which must be distinguished from 
the patient’s rationalizations and philosophy, are of the 
kind which have been the particular concern, not of 
medicine, but of morals and religion. It has been shown 
that these “ spiritual ” attitudes may be reflected in changes 
in the body’s attitude, such as limitation of movement and, 
in some instances, rheumatoid swellings. Indeed, there 
is a Suggestion that the spiritual attitude may itself be 
“the disease.” The detection of such attitudes, when they 
play a part in initiating or maintaining illness, is definitely 
the concern of the doctor; but the treatment, in our 
present state of knowledge, may require that the patient 
be guided into the care of the minister or the priest. 


Conclusion 


This paper is a preliminary study of the part played 
by psychological factors in bringing about such symptoms 
as pain, stiffness, and limitation of movement. These 
symptoms in the absence of “ organic” changes are often 
erroneously labelled by the word “ rheumatism ” (or fibro- 
Sitis, neuritis, sciatica, lumbago, myodynia, and so on), 
and are treated by physical therapy. Frequently, how- 
ever, the illness in which these symptoms emerge is better 
understood, and treated, by regarding the symptoms as 
manifestations of a chronic psychoneurotic anxiety state 
in which the “ rheumatism ” occurs merely as an episode. 
The data on which these conclusions are based were 
obtained from observations made, for the most part, on 
insured persons. The paper indicates the manner of in- 
Vestigation, and shows how the findings can be inter- 
preted by using the ideas contained in the terms 
“emotional reaction,” “ inferiority,” and “ symbolism.” 


Over sixty years ago Charles Darwin wrote: “The 
language of the emotions is certainly of importance for 
the welfare of mankind.” The implications of this state- 
ment are not yet fully realized by the medical profession, 
but statistical studies of patients in series are proving its 
Validity as well as its importance to the problems of pre- 
vention. Medical students in the past have not been 
trained to appreciate the bodily manifestations of 
emotional reaction, nor have they been instructed to ask 
themselves the questions which, if asked, so often 
illuminate the meaning and significance of an_ illness. 
This study is written in the hope that those practitioners 
who are unaware of this approach to the problems of 
illness will begin to investigate psychological factors and 


relate them to the patient’s story of his symptoms and the 
findings of clinical examination. By so doing they wiil 
discover for themselves how important is “the language 
of the emotions for the welfare of mankina.” 
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Halban’s Operation in Occlusion of 
Fallopian Tubes 


In discussing a paper on the operative treatment of 
Sterility at the Gynaecological Congress in Innsbruck in 
1922 Halban stated that he had not obtained good results 
from salpingostomy, and that in its place he now merely 
divided a healthy part of the Fallopian tube between two 
catgut ligatures. As far as I am aware he was the first 
to suggest tying the tubes as an aid to conception, and 
in a personal communication dated December, 1932, he 
told me that the results had been satisfactory. 

My interest in the possibilities of such an operation had 
been aroused by the numbers of pregnancies which 
followed so-called sterilization by ligature of the tubes 
with silk. In three. patients treated in this way I had 
performed Caesarean sections at the Coombe Hospital, 
and noted the neat appearance of the tubal stumps, the 
freedom from adhesions, and the apparently complete 
absorption of the part of the tube distal to the ligature. 
1 therefore resolved to use this method in such cases of 
sterility due to tubal occlusion as seemed suitable. 


TECHNIQUE 


The technique is as follows. After the abdomen has 
been opened an assistant distends the_tubes by the usual 
means with a cannula in the cervix. The operator passes 
a round needle, threaded with fine silk, through a blood- 
less area in the mesosalpinx, about a quarter of an inch 
proximal to the site of obstruction. The cannula is then 
withdrawn from the cervix and the silk is tightly tied. 
I have not used more than one ligature on each tube, 
and have not followed Halban’s practice of cutting the 
tube. The function of his catgut ligatures I assume to 
be haemostatic, since his custom was to sever the diseased 
from the healthy tube. If the tube be not cut at all 
there is no need for haemostasis, and it is hoped that the 
silk ligature will amputate the affected portion of the tube. 
As an additional aid to this end I have usually tied a 
second silk ligature round that part of the mesosalpinx 
which remained attached to the tube distal to the first 
ligature. 
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Eleven cases of primary sterility have been treated in 
this way. In each the obstruction was bilateral and 
near to the fimbriae, and the ligatures were placed on 
the ampullary part of the tubes. Two patients sub- 
sequently became pregnant, and were delivered of living 
children at term. One, who conceived six months after 
operation, has had two abortions since the birth of her 
baby. The other did not conceive for nearly three years, 
and has only recently been confined. I have carried out 
Rubin’s test on six of the remaining nine cases. In only 
one were the tubes found to be patent. 


COMMENTARY 


The simplicity of this method would seem to warrant 
its more extended trial, but I must emphasize that my 
experience has been limited to ligation of the ampullary 
portion of the tube. In the light of recent findings 
(Haselhorst, v. Mikulicz-Radecki, 1936) on the behaviour 
of the tube during ovulation the poor results of operations 
on its uterine end are more readily understocd. Finally 
I confess to some hesitation in recommending a technique 
which seems at first glance to be at variance with ordinary 
surgical principles, and, although a small series of cases 
has not been entirely barren of results, the method should 
not, I think, be regarded as established unless it is con- 
firmed by adequate experiments on suitable animals. 

T. M. Heaty, M.B., F.R.C.P.I, F.C.0.G., 
Gynaecologist, Richmond Hospital, Dublin. 
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Bilateral Abductor Paralysis Necessitating 
Tracheotomy in Labour 


A patient with bilateral abductor paralysis of the larynx 
has only a small margin of safety, and any unusual strain, 
whether by exertion or the incidence of an upper respira- 
tory infection, may bring danger of fatal asphyxia. In 
the case described below the patient was able to carry on 
until- full-term pregnancy and the onset of labour pre- 
cipitated acute obstruction. 

Mrs. X., aged 32, had a thyroidectomy performed in a 
London hospital in 1933: almost immediately after the opera- 
tion she had weakness of the voice and dyspnoea on exertion. 
This continued, but she was able to carry out her normal 
housekeeping activities, though never with complete comfort. 
Some months after her operation she became pregnant, but 
aborted at six months, the laryngeal condition providing no 
difficulty. 

She was admitted to the Kent and Canterbury Hospital 
in September, 1936, in a state of severe collapse and asphyxia. 
She was nine months pregnant; slight labour pains had 
begun the previous night, a sedative injection had been given, 
and the patient was discovered that morning in a state of 
collapse. 

An immediate tracheotomy was performed; the patient's 
condition at once improved, labour pains recommenced 
a few hours later, and a healthy child was born twelve hours 
after the tracheotomy. Convalescence was entirely normal. 


The patient is retaining her tracheostoma and leading 
a normal life. I have advised against any plastic opera- 
tion on the larynx owing to the uncertain result upon 
the airway and the possible damage to the voice. 

THOMAS A. CLARKE, 
Surgeon in Charge, Ear, Nose, and 


Throat Department, Kent and 
Canterbury Hospital. 


Reviews 





PAGET’S DISEASE OF THE NIPPLE 
Paget's Disease of the Nipple and its Relation to Surface 
Cancers and Pre-cancerous States in General. By Keith 
Inglis, M.D., Ch.M. (Pp. 233; 237 figures. 36s. net.) 
London: H. Milford, Oxford University Press. 1936. 

The histogenesis of Paget's disease of the nipple is still 
in considerable dispute and Professor Keith Inglis, in an 
extensive monograph on this and kindred subjects, has put 
forward a further explanation for the condition. He re- 
gards it as a peculiar form of surface cancer, almost limited 
to the breast, the only extramammary example which he 
accepts being the case of Paget’s disease of the vulva 
described by Drake and Whitfield. In his view the car- 
cinoma begins in a lactiferous duct at its junction with 
the epidermis or just below this. The growth forms no 
definite nodule but extends by continuity, downwards in 
the epithelium lining the duct to the acini and outwards in 
the epidermis of the nipple. Both the duct and the skin 
lesions represent the same “ primary” stage in the patho- 
logical process, but in a later stage a scirrhus carcinoma 
may form in the substance of the breast as an infiltration 
into the connective tissue from the ducts or acini; a 
spread is never seen from the carcinoma in the epidermis 
into the dermis. 

To explain those cases in which Paget’s disease of the 
skin of the nipple has appeared after a scirrhus cancer has 
formed in the substance of the breast, he suggests that 
the scirrhus carcinoma is a sequel to Paget’s disease of 
the ducts and that the duct lesion has extended later to 
the skin of the nipple, not as a secondary complication 
but as a delayed direct extension of the primary duct 
lesion. To uphold this thesis the author describes nine- 
teen cases of Paget's disease of the nipple, some of which 
were associated with a scirrhus carcinoma, and contrasts 
these with Other forms of cancerous infiltration and 
eczema of the nipple ; unfortunately he does not mention 
the incidence of Paget’s disease of the nipple in his series 
of cases of breast cancer, nor how often he found an 
intraduct carcinoma without Paget change in the nipple. 

The essential difference between the author’s view and 
that of Sir Robert Muir is that Professor Inglis regards 
the Paget's disease of the ducts as a special form of intra- 
duct carcinoma in which the carcinoma cells spread 
between the normal epithelial cells of the ducts without 
papilliferous proliferations, and holds that the skin lesion 
is of the same order, whereas Sir Robert Muir does not 
recognize this special form, but considers all intraduct 
carcinomata as representing the extreme stage of Cheatle’s 
“dysgenetic hyperplasia’ and that any intraduct car- 
cinoma may give rise either to an infiltrating car- 
cinoma or Paget’s disease of the nipple as a secondary 
phenomenon. We do not feel that the evidence brought 
forward by Professor Inglis is wholly convincing, par- 
ticularly in view of the many cases in which the areolar 
area, both of epidermis and of lactiferous ducts, is free 
from malignant change and yet both Paget's disease of the 
skin and an intraduct carcinoma are present, a normal 
area of epithelium intervening. The therapeutic and 
prognostic aspects of Paget’s disease are not discussed. 

In the second part of the book there is an account of 
pre-cancerous conditions and surface cancers in general. 
The author is opposed to the view of Bowen that the pre- 
cancerous dermatoses are related to Paget’s disease. 
Though it is true that in a typical case of Bowen's disease 
the appearances are quite distinct from those seen in 
Paget’s disease, yet there are borderline conditions in 





cas 
duc 
wh 
pré 
Tea 
sty, 
lac 
aut 
clu 
7 
sen 
cul 
and 
of | 
200 
Am 
crys 
exp 
as t 
its 
artit 
Cati 
fixir 
of t 
B 
quai 
IS ul 
ture 
for ; 
the ¢ 
Men: 
resul 
clinic 
have 
Nine 
been 
obtai 
is q 


I 





A BEB es ne sorely ah ae nm Cilla ea : - pre, ~ — 


at eRe 





Fes. 6, 1937 


REVIEWS 





THE BririsH 
MEDICAL JOURNAL 


271 





which it is impossible, with ordinary histological methods, 
to distinguish between an abnormal epidermic cell and 
an epithelial cell which has spread into the epidermis 
from elsewhere, Professor Inglis frequently admits this in 
the pathological accounts of the individual cases, yet he 
denies it in his summaries and conclusions, and _ this 
weakens his thesis considerably. It is curious that no 
mention is made of the work of Kreibich, who claimed 
that Paget cells have the same peculiar staining pro- 
perties as the Langerhans cells. 

The book is illustrated with numerous very fine photo- 
micrographs, and a short bibliography is included. 


RESPIRATORY DISEASES 


Modern Treatment of Diseases of the Respiratory System. 

By A. Lisle Punch, M.B., M.R.C.P., and F. A. Knott, 

.M.D., M.R.C.P., D.P.H. (Pp. 296; 96 plates, 31 figures. 

15s.) London: J. and A. Churchill. 1936. 

Diseases of the respiratory system include a variety of 
conditions in. the treatment of which important changes 
have occurred in recent years. In this book Drs. Lisle 
Punch and F. A. Knott have “attempted to produce 
something really practical; a brief therapeutic survey 
maintaining a just balance between the indications ob- 
tainable from clinical, radiological, and laboratory investi- 
gations.” Their discussion of the treatment of each disease 
is preceded by the pathological and clinical argument 
essential for the proper understanding of the therapeutic 
measures employed. The methods described are up to 
date and have been chosen with care; and the absence 
of numerous, often obsolete, alternatives avoids confusion, 
and is to be welcomed. The succinct notes of illustrative 
cases and the clear line diagrams and adequately repro- 
duced skiagrams will be particularly helpful to those for 
whom the book is primarily intended—* the busy general 
practitioner and the senior medical student who has 
reached or is reaching the house-appointment stage.” The 
style is clear and to the point, and does not show -the 
lack of smoothness that might be expected in a two- 
author production. Many useful prescriptions are in- 
cluded, and full practical details are given when necessary. 

The book contains much useful advice based on common 
ense and experience. The section on pulmonary tuber- 
culosis, however, does not always reflect the most recent 
and enlightened opinions on the subject. The dismissal 
of the salt-restricted diet is hardly justified in view of the 
good results reported from Sauerbruch’s clinic and from 
America. Again, the indications for the use of sano- 
crysin do not accord with those of workers with large 
experience, who would consider the dosage recommended 
as too small and the indications for complete cessation of 
iis administration as too sweeping. The discussion on 
artificial pneumothorax shows timidity in regard to indi- 
cations for induction and abandonment, and the arbitrary 
fixing of three years for its duration takes no cognizance 
of the type or extent of the original lesion. 

But it is particularly in regard to rest that we would 
quarrel with the authors. The system advocated by them 
is unfortunately still very prevalent—bed till the tempera- 
lure drops to normal, graduated exercise in a sanatorium 
for at least six months, “ which is only the first stage in 
the treatment,” and then throw the blame on the environ- 
ment to which the patient returns for any unfavourable 
results later. But the first essential of after-care is a 
clinical cure. In Holland, where in recent years patients 
have been kept on strict bed rest for periods of from 
nine to eighteen months or longer, until the sputum has 
been negative for at least six months, results have been 
obtained vastly superior to those anywhere else. Pyrexia 
8a poor indication of activity, and rest must assume a 


different significance if we are to justify long periods of 
institutional treatment. It is a pity, therefore, that, how- 
ever impracticable this policy may appear at first in view 
of the present alleged lack of accommodation, this factor 
was not correctly stressed in a book that purports to 
express modern views. Nevertheless the book contains 
much that is good, and will be read with profit by medical 
students and general practitioners. 


THE TEACHING OF MEDICAL PSYCHOLOGY 
The Place of Psychology in the Medical Curriculum, and 
Other Papers. By Sir Walter Langdon-Brown, Drs. R. G. 
Macdonald Ladell, Frank Gray, and F. G. Crookshank. 
(Pp. 63. 2s. 6d. net.) London: The C. W. Daniel Co. 
1936. 

There are a number of physicians and surgeons, otherwise 
sensible, who believe that a knowledge of psychology 
comes by nature, or, at least, that all the psychology that 
a medical practitioner needs to know either comes by 
nature or is the product of undirected experience. They 
hold as a corollary that it is a waste of time and energy 
to give psychology any definite’ place in the medical 
curriculum. Such teachers view with slight amusement 
and speak with mild irony about the now prescribed in- 
clusion of the subject in both the pre-clinical and the 
clinical years of the medical course, and they are not a 
little astonished at the importance attached to such in- 
clusion by the British Medical Association’s Committee 
on Medical Education, and by the conference of repre- 
sentatives of various universities and. examining bodies. 
They are unlikely to modify their views by reading a 
brief but, within its scope, admirable article by Sir Walter 
Langdon-Brown on “The Place of Medical Psychology 
in the Medical Curriculum” recently published in a 
pamphlet on behalf of the Medical Society of Individual 
Psychology. This pronouncement will, however, be wel- 
comed by the majority of teachers of clinical medicine and 
surgery, and by that large body of general practitioners 
who, having been led to recognize what was lacking in 
their own medical training as related to the needs of 
practice, are anxious that these deficiencies should be 
made good for the next generation of students. It is true 
that some persons have a remarkably intuitive sympathy 
with, and insight into, the psychology of others, including 
that of patients; and that there are considerable difli- 
culties in the teaching of medical psychology to under- 
graduates, and even dangers in such teaching if given in 
the wrong way. An instruction which is too academic 
or formal may easily induce boredom rather than interest ; 
and the facts that clinical demonstrations of the psycho- 
neuroses have to be given on patients who must be dealt 
with in quiet surroundings and who are easily alarmed, 
and given to students who have had but little experience 
of life and its social difficulties, present formidable 
obstacles to the teacher. Sir Walter Langdon-Brown in 
his article presents the matter in a true perspective, and 
indicates methods by which these disadvantages may be 
overcome. He supports, too, the all-important  state- 
ments that such instruction is imperative, and that it is 
welcome. 


*“ Although such things as compulsional and obsessional 
neuroses require prolonged specialist treatment, the vast 
majority of neuroses are capable of much alleviation by 
simpler means. The general practitioner who sees the patient 
in his home environment must, in the long run, be responsible 
for much of this treatment. ... It is rather pathetic that 
after all the careful training in scientific method the final 
outcome should be that so many doctors should be so often 
inventing diseases because they have not been taught how to 
recognize and treat neuroses nor how to speak to neurotic 
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patients. . A study of the neuroses should come into the 
ordinary ward work, should be encountered everywhere by 
the student, and woven into the ordinary teaching of clinical 
medicine and surgery... . The pressure for teaching on the 
neuroses is coming from below, the students are eager for it, 
clamouring for it, and if they don’t get it from one man or 
in one school they will go elsewhere. No school can main- 
tain its prestige for long if it persists in neglecting its oppor- 
tunities in this direction.” 


ROLE OF THE TISSUES IN IMMUNITY 


Tissue Immunity. By Reuben L. Kahn, MS., D.Sc. 
(Pp. 708; illustrated. 34s.) London: Baillitre, Tindall 
and Cox. 1936. 


Attempts to use antibacterial sera therapeutically have 
been on the whole disappointing. This has led to the 
conviction that the tissues play a predominant part in the 
resistance to bacterial infection. Professor Kahn has 
made a series of studies on the role of the tissues in 
immunity and now publishes these in book form. Work- 
ing cn the lines that have led to great advances in the 
understanding of serological reactions, he has used rela- 
tively simple antigens and has attempted to make his 
studies quantitative. He shows that antigens are fixed in 
the tissues of actively immunized animals and gradually 
destroyed; with this fixation of antigen inflammatory 
reactions appear. This sensitization is evidence of im- 
munity, and when animals are desensitized by a large 
dose of antigen their tissue immunity is temporarily 
abolished. The tissues of actively immunized animals 
differ in their power of thus localizing antigens, that of 
the skin being the greatest. Kahn considers that this 
progress is of primary importance in protecting animals 
against bacterial infections. The skin of very young 
rabbits cannot fix antigens in this way—the localizing 
mechanism develops with the full development of the 
protective function. 

Evidence of sensitization of the skin appears in actively 
immunized animals before antibodies can be demonstrated 
in the serum, and tissue sensitiveness can be produced by 
substances such as racemized proteins, which will not give 
rise to antibodies in the serum. Also when rabbits are 
passively immunized with rabbit antisera the power of 
the different tissues to localize the corresponding antigen 
does not differ as in actively immunized rabbits. It 
therefore appears that the immunization of the tissues 
takes place independently of the appearance of antibodies 
in the serum and, in the actively immunized rabbit, is not 
due solely to the adsorption of antibcdies from the serum 
by the tissue cells. These investigations do little to 
elucidate the peculiar allergic conditions occurring in man, 
which give rise, for example, to hay fever and urticaria. 
Professor Kahn suggests that this allergic state is brought 
about by hyperactivity of the immunological function, due 
possibly to over-stimulation. This interpretation repre- 
sents the abnormality as a quantitative difference in the 
reaction from that of normals, not as a result of abnormal 
immunization with some antigen. The difference between 
normal and allergic persons may be compared to the 
difference between rabbits and guinea-pigs. These studies 
minimize the importance of serum antibodies in the 
resistance to bacteria. That does not mean that inquiries 
into the mechanism of serum reactions and of the various 
bacterial antigens involved in such reactions are wasted. 
The serum affords a relatively simple medium in which 
immunity reactions can be observed ; the results of such 
investigation will furnish the basis for study of the 
reactions in the cells. 

Professor Kahn has included in his text details of the 
experiments on which his conclusions are based. This 
makes the book difficult to read. 


ANATOMY OF THE FASCIAE 


Fasciae of the Human Body and Their Relations to the 

Organs They Develop. By Edward Singer, M.D. (Pp. 

10S; 24 plates. 13s. 6d.) Baltimore: The Williams and 

Wilkins Co.; London: Bailliére, Tindall and Cox. 1936. 
Dr. Singer's treatise on the anatomy of the fasciae is 
based on specia! dissections, which have been skilfully 
drawn by Elizabeth B. Cuzzort. As stated in the preface, 
the drawings have been made in conformity with the idea 
expressed by the great Russian anatomist and surgeon, 
Nicolai Ivanovitch Pirogoff—namely, that “ illustrations 
should be for the physician what road maps are for the 
traveller.” 

Unfertunately the general excellence and accuracy of 
the work is marred by a number of mistakes, of which 
it is necessary to mention two or three in order that they 
may be corrected in subsequent editions. The legend to 
Fig. 10 states that the section passes through the “ fossa 
glenoidalis scapulae,” whereas the drawing shows. that 
the section has been made above the level of the glenoid 
fossa and through the acromio-clavicular joint. Fig. 8 
shows a section through what appezrs to be the superior 
cornu of the thyroid cartilage ; it lies close to the greater 
cornu of the hyoid bone and submaxillary gland, which 
appear in the same horizontal section. This has been 
incorrectly labelled “cornu inf. cart. thyreoideae.” In 
the same plate a section of the common facial vein, which 
lies in front of and outside the carotid sheath, is named 
“vy. jugularis interna,” and the true internal jugular vein 
behind it and lying within the sheath is described as 
a “ branch” of the internal jugular vein. The dissections 
have on the whole been well planned, but the inclusion of 
a few special dissections, with detatled descriptions of the 
exact relations of the fasciae and reference to definite 
operative procedures or diseased conditions, such as retro- 
pharyngeal or psoas abscess, would have been welcomed 
by the surgeon and have added to the value of the book. 
Although the use of the full Latin or Greek names as 
headings for paragraphs and for the definition of par- 
ticular parts has advantages and is generally approved, 
the book in our opinion would have been more readable 
if the ordinary English equivaients had been employed 
in the text. Moreover, apart from the transatlantic style 
of spelling such words as “romboid,” ‘ hemorrages,” 
“ pterigoideus,” “ stylopharingeus,” “ isciorectalis,” which 
might shock the older classical scholars on this side of 
the water, there are numerous uncorrected errers in 
spelling, such as “Scrapa’s fascia” and “ sternodeiodo- 
mastoideus,” which might have been avoided by caréful 
revision. The book, however, has been conceived on 
somewhat novel lines, and we hope it will serve the 
purpose of drawing attention to the importance in general 
practice of a knowledge of the fascial compartments and 
septa of the human body. 





Notes on Books 


Dr. Matcotm Burr has written British Grasshoppers 
and Their Allies (P. Allan and Co., 6s.) with the object 
of stimulating interest in this somewhat neglected group 
of insects. Although between five and six hundred species 
of Orthoptera are known in Europe, only thirty-one figure 
in the British list ; north of a line from the mouth of the 
Severn to the Wash this number is reduced to eighteen. 
Dr. Burr remarks that there is great scope for fie'd 
observation on the habits of these insects, while many 
problems of geographical distribution and oecology awail 
solution. The book is written within a framework of 
scientific classification, and a special feature is provided 
in the distributional maps, showing at a glance in which 
counties various species have been observed. 
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In An Ethiopian Digry (Hodder and Stoughton, Ss.) 
Dr. J. W. S. Macrie gives a vivid and impartial account 
of the formation and the work of the British Ambulance 
Service in Ethiopia. The unit was originally intended 
for the Ogaden front, where the author's experience of 
tropical diseases would have been of much value. The 
Abyssinian authorities, however, decided eventually to 
employ its services on the northern front, and after a 
considerable delay, entailed by the necessary reorganiza- 
tion and the difficulties of transport, an advance was made 
as far as Lake Ashanghi. Dr. Macfie writes with admira- 
tion of the stoical resignation with which the Abyssinian 
patients endured pain and discomfort. Nevertheless, he 
was disillusioned to discover that, despite their courage 
and brave independence, they were not a united people. 
He found them proud, intractable, and in most cases 
painfully lacking in gratitude. The excellent work which 
the unit was carrying Gn was reduced to negligible pro- 
portions by one morning’s aerial bombardment, when 
much of the equipment was wrecked and the middle of 
the forty-foot square Red Cress ground flag formed the 
site of a bomb crater. Dr. Macfie describes the arduous 
retreat to Addis Ababa, whence he was invalided home 
a few days before the, lamentable death of his leader, 
Dr. Melly. This unpretentious little book, illustrated by 
a series of interesting photegraphs, is one of the best that 
have been written on the Abyssinian War. 


A second edition of Dr. BETHEL SOLOMONS’s Epitome of 
Obstetrical Diagnosis and Treatment in General Practice, 
in two volumes (Bale, Sons and Danielsson, 2s. 6d. each 
volume) proves, despite what might have been anticipated, 
that these little books have been appreciated. It is easy 
to understand that the “ Pocket Monographs on Practical 
Medicine,” in which series these volumes are included, 
are of value to the practitioner when dealing with subjects 
concerning which he only needs a rudimentary knowledge, 
but it is not easy to understand how they can be of much 
service to a man who proposes to practise midwifery. 
The description of the B.M.A. standard (p. 107) is in- 
accurate, and in any case it is impossible for “the 
temperature and pulse to rise to 100° F.” It is not clear 
whether Dr. Solomons advocates the application of the 
forceps through the incompletely dilated cervix when the 
cord has prolapsed. Further, it is difficult to understand 
why so much space is devoted to the operation of 
pubiotomy. We are of the opinion that Dr. Solomons has 
— the impossible, but nobody could have done 

etter. 


The Collected Papers of the Middlesex Hospital Medical 
School, 1935-6, some fifty-two in number, have been 
issued by the Cancer and General Research Committee 
of the hospital. The volume may be consulted in the 
Library of the British Medical Association. 


Preparations and Appliances 
KNEE RETRACTORS 


Mr. H. JacKSON Burrows (London, W.1) writes: 


More often than not the presence 
of a flange or lip on a retractor 
to go inside the knee-joint is an 
embarrassment ; I donot refer to 
the retraction of the edges of the 
incision, but to the holding aside 
of extra-synovial fat pads project- 
ing within the knee during the 
examination of the cartilages and 
other structures. To accomplish 
this adequately in the central part 
of the joint requires a wide blade, 
whereas only a narrow one can be 
inserted peripherally for what may 
be considered an adequate distance. 
In the inspection of a semilunar 
cartilage or the removal of the 
marginal part of a torn one it is 




















an advantage to have the narrower 
blade curved to suit the margin of 
the tibial condyle. An_ unskilled 
assistant tends to let the nandle of the retractor fall into 
the coronal plane so that the blade comes to lie in the 
sagittal plane, where it is not only ineffective but obstruc- 
tive. This difficulty may be overcome by setting the 
blade at an angle of about 45 degrees with the shaft, so 
that when the assistant retracts in approximately the 
coronal plane the blade lies in the position required. The 
handles of retractors are often too small for the com- 
fortable maintenance of grip with the gloved hand. With 
these thoughts in mind I experimented with various modi- 
fications of Nystrém’s retractors, a sample of which I 
had seen Mr. S. L. Higgs use in a knee. and _ finally 


evolved the pair of instruments shown in Fig. 1. That 
With the narrow curved blade (\) is used for the 


Periphery ; that with the bread straight blade (Bp) is used 
for the central part of the joint and for retracting the 
ligamentum mucosum during inspection of the front of 
the compartment opposite to that directly opened. I have 
to thank the Genito-Urinary Manufacturing Company for their 
ready help in all the stages of experimental instruments and 
for the production of the final model. 

_For the superficial part of knee and other orthopaedic opera- 
tions 1 have found useful the self-retaining retractor shown in 









Fig. 2, a modification of Gelpi’s vulval separator. It is 


preferable to Travers’s or Weislander’s retractor, usually 
adopted, because the single blunt prongs can be more pre- 
cisely inserted in the correct layer and the cam action allows 
smoother and more accurate adjustment. This instrument has 
been made for me by Messrs. Down Bros. 
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THE WATCH ON LONDON WATER 


Once on a time. before the rise to power of the 
science of bacteriology, chemical methods ruled the 
field in the examination of samples of water used 
or intended for domestic purposes, and conclusions 
as to the safety of such waters were, sometimes 
perhaps over-confidently. based upon such con- 
siderations as the presence or amount of combined 
chlorine or nitrogen derivatives. Nowadays, while 
chemical procedures still hold a recognized place, 
bacteriology has come to dominate the position, 
end much trust is rightly reposed upon the enumera- 
tion of indicator bacteria as a guide to the character 
and degree of pollution present in a water and as 
a measure of the risk which its consumption may 
involve. 

Side by side, however. with the bacterial content 
notice had from the first been taken by experts of 
the minute living things other than bacteria which 
have their being in water, such as algae and 
animalcules, the phytoplankton and the zoo- 
plankton, as they are called. As bacteriology grew 
in importance for routine examinations the study 
of these little creatures tended temporarily to 
decline. They might be of interest to the curious, 
but they seemed to have little significance for 
practical purposes. Nevertheless, in more recent 
years they have again emerged into a position of 
some prominence, especially in connexion with 
large stored water supplies, for the very good 
reason that they are able, by their excessive or 
unbalanced proliferation, to clog filters or produce 
changes in the character of waters which attract the 
notice of consumers and lead to complaints. 

This biological aspect of water purification has 
already been represented in successive annual 
reports on the chemical and bacteriological exam- 
ination of the London waters. In the last report 
for the time being, the thirtieth,’ it is discussed 
by Colonel Harold in a lucid and informative 
article. There are, he says, for both the plant and 





* Metropolitan Water Board. Thirtieth Annual Report on the - 


results of the chemical and bacteriological examination of the 
London waters for the twelve months ended December 31, 1935. 
By Lieut.-Colonel C. H. H. Harold, O.B.E., M.D., Ch.B., D.P.H., 
Director of Water Examination, Metropolitan Water Board. 
London: P. S. King and Son Ltd., Great Smith Street, Westminster, 
(10s. 6d.) 


the animal forms two periods of maximum intensity, 
one in spring and one in autumn. The plankton 
life of rivers is meagre by comparison with that of 
lakes and impounding reservoirs. The impounded 
water, as it deposits its silt, clarifies and gives free 
passage to sunlight, which stirs the algae to vigorous 
growth. So far as the algae are concerned, there- 
fore, it would be better to pass the raw Thames 
water into supply without impounding it at all. 
Yet the advantages conferred by impounding far 
outweigh even its propensity to encourage algae. 
It reduces the ordinarily high bacterial count of 
the raw water. It ensures that ample reserve which 
has already stood London in such good stead, and 
doubtless will again. 

A careful study has been made of the chlorophyll 
pigments produced by algae, and a photo-electric 
cell has been devised by means of which these tints, 
as well as the general turbidity of water. can be 
estimated in such a manner as greatly to reduce 
the personal error. Chloramine and cuprichlora- 
mine have given good results in the control of 
excessive algal proliferation, but a note of warning 
is sounded against the too lavish use of algicides. 
Algae, as is well known, contribute to the biological 
film which arrests germs on the surface of sand 
filters. It has been observed that at times when 
algal growth is low these filters let more bacteria 
through. It is noted also that a deficiency of the 
silica normally contained in London water has led 
to the faulty working of base-exchange water 
softeners as used by some consumers. It appears 
that these evidences of silica shortage in the water 
coincide with periods of special activity by diatoms, 
which take silica out of the water in order to build 
up their frustules. We learn with interest. though 
not yet with alarm, that one specimen of the Chinese 
mitten crab has been reported from the River 
Thames. It is an intermediary host of the Asiatic 
lung fluke, infestation by which is widespread in 
the East and in America. 

All river-derived London waters are now sub- 
jected to chloramination. Two sources are treated 
prior to filtration. In all other cases the chlora- 
mine is applied to the filtered water. The normal 
dose of chlorine for Thames and Lee filtered waters 
is about 0.25 part per million, for New River 
filtered water up to 0.2 part per million. The 
standard of purity aimed at for water passed into 
supply is that B. coli should be absent from 100 ml. 
The appearance in service of a sample containing 
B. coli in 100 ml. entails an immediate telephone 
call to the works concerned, checking of output. 
sampling of filter beds, and a stringent inquiry into 
the control and dosage of chloramine. 

This is unsleeping vigilance: it means safety for 
the consumer. 
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PROBLEMS OF CARDIOVASCULAR 
REGULATION 


The chief function of the circulation is to supply 
blood to the tissues according to their varying 
needs, but if we turn to the textbooks of physiology 
to find out how this is achieved we are apt to be 
disappointed. It is refreshing, therefore, to find 
the subject of cardiovascular regulation dealt with 
in two recent addresses. Professor Anrep, in his 
Lane Lectures to Stanford University,’ considers 
exhaustively four questions to which he has himself 
contributed largely—namely, the proprioceptive 
mechanisms regulating cardiovascular function, the 
relation between respiration and heart rate, the 
coronary circulation, and the muscular circulation. 
Professor McDowall’s presidential address to the 
Section of Physiology of the British Association 
in 1936 dealt chiefly with the circulatory changes 
during exercise. As he remarks, the factors in 
cardiovascular regulation are complex, so complex 
that the main issues tend to become obscure. 
Nevertheless the researches of the last two decades 
have done much to clarify conceptions on certain 
points and to reveal the depths of ignorance on 
Others. For knowledge of the part played by the 
heart in cardiovascular regulation we are greatly 
indebted to Starling. He and his co-workers 
showed that the output of the heart is determined, 
within wide limits, by the rate of inflow of blood 
from the veins, which in turn depends on the 
relationship between a relatively constant factor, 
the blood volume, and a more variable factor, the 
capacity of the circulation. Ordinarily, therefore, 
changes in the output of the heart are determined 
by changes in the capacity of the circulation—that 
is to say, by changes in tone of the blood vessels 
generally and in the size of the spleen. Since the 
proportion of the cardiac output that is distributed 
to any organ depends on the tone of its vessels 
relative to that of other vessels in the body, it is 
evident that the circulation is to a great extent 
regulated by changes in the vessels, the heart as 
a well-disciplined servant dutifully ejecting blood 
into the aorta as fast as it receives it from the veins. 

There are two chief problems in vascular regula- 
tion. How does the functional activity of an 
Organ produce vasodilatation locally? And how 
is general vascular tone altered in order to adjust 
the output of the heart to the varying needs of 
rest and activity of the individual organs? It has 
long been recognized that dilatation of the vessels 
supplying an active organ is probably due to the 
action of chemical substances released during 
functional activity. The first clear demonstration 
of this is, however, quite recent: Anrep and his 





* Studies in Cardiovascular Regulation. Oxford University Press. 


co-workers have shown that blood collected from 
the contracting gastrocnemius produces vaso- 
dilatation in that muscle when perfused through 
it again. Surprisingly enough, for muscles contain 
relatively little, the active agent appears to be 
histamine or something very like it. It has also 
been shown that something resembling histamine 
is released into the coronary blood stream of the 
contracting heart, and that the greater the heart’s 
work the greater the amount of the substance 
released. To what extent the other vasodilator 
substances found in tissues contribute to the local 
vasodilatation accompanying functional activity 
is still uncertain. The part played by the nerves 
is also obscure. The effect of the local vaso- 
dilatation accompanying activity should be to 
reduce arterial pressure and to diminish the cardiac 
output, owing to the increased capacity of the 
circulation. Actually the arterial pressure does not 
fall and the cardiac output increases, because ad- 
justments occur in the vessels elsewhere in the body. 
These adjustments probably take place through the 


,activity of reflexes arising from sensory organs 


which are located in the vascular system itself, in 
the arch of the aorta and the carotid sinus, as the 
origin of the internal carotid artery is termed. A 
rise of blood pressure in either of these sensitive 
areas induces reflexly a slowing of the heart and 
generalized vasodilatation, whereas a fall of blood 
pressure produces quickening of the heart and 
generalized vasoconstriction ; the reflex effects thus 
tend to antagonize any change in arterial pressure 
and to maintain this at a steady level. These reflexes 
are in constant activity, as has been shown by 
recording the impulses ascending the carotid sinus 
and depressor nerves and by the persistent tachy- 
cardia and rise of blood pressure which follow 
section of these nerves. With the recognition of 
their importance in regulating the arterial pressure 
came the hope that high blood pressure in man might 
be due to a suppressed activity of these reflexes. 
This hope has, however, not been fulfilled, for 
recent work? * indicates that at least the carotid 
sinus mechanism remains active in essential and 
nephritic hypertension. 

The most profound circulatory changes occur 
in muscular exercise. As Krogh so _ clearly 
showed, the number of open capillaries in an 
active muscle may be twenty or more times as 
great as in a resting muscle. In spite of the 
enormous increase in the capacity of the circulation 
which this must produce, the cardiac output may 
rise in man from 5 to 30 litres a minute, and the 
arterial pressure also rises. Although part of the 
increase in cardiac output is due to the pumping 
effect of muscular contractions on the flow of blood 


~ * Gammon (1936). J. clin. Invest., 15, =< 
* Pickering, Kissin, and Rothschild (1935 vg 
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through the veins, there must be an extensive vaso- 
constriction elsewhere to compensate for the dilata- 
tion of the muscle vessels. Mosso demonstrated 
plethysmographically many years ago that in man 
the skin vessels constrict; and more recently 
Barcroft and his co-workers have shown that in 
the dog the exteriorized spleen shrinks and the 
exteriorized colon blanches at the beginning of 
exercise. In prolonged exercise, however, although 
the spleen remains small, the colon flushes again‘ 
and the skin vessels dilate as body temperature 
rises ; at this stage it is by no means clear whence 
comes all the blood for the active muscles. 

Until the last few years there had been no reason 
to doubt that the vascular adjustments which main- 
tain the arterial pressure through the activity of 
the proprioceptive reflexes and which occur during 
muscular exercise are effected chiefly through the 
sympathetic vasomotor nerves. The first doubt 
came when Cannon® showed that the completely 
sympathectomized cat had a normal blood pressure. 
In the dog® the results of this operation are even 
more surprising, for whereas the sympathectomized 
cat is listless and apathetic the sympathectomized 
dog is bright and active, and can run and fight as 
well as its normal fellow. In the sympathectomized 
dog stimulation of the carotid sinus and depressor 
nerves fails to produce the usual changes in blood 
pressure and vascular tone, and the sympathetic 
nerves seem to be the only vasomotor nerves which 
in the dog bring about co-ordinated vascular 
adjustments. It is probable, therefore, that in such 
animals the vascular adjustments, which we must 
assume take place in exercise, are the result of some 
chemical agent then released. In this connexion 
the recent work of Grant’ has received less atten- 
tion than it deserves. He showed that in the rabbit 
the vessels of the sympathectomized ear react more 
strongly than do normal vessels to a variety of sub- 
stances such as adrenaline, histamine, pituitrin, and 
ergotoxine. He also demonstrated that in exercise 
a substance is released which blanches the dener- 
vated ear, and that this substance comes neither 
from the adrenals nor from the pituitary gland. 





THE NEW YEAR HONOURS LIST 


Members of the British Medical Association in all parts 
of the world will learn with gratification of the honour 
that comes this week to our Chairman of Council, 
Dr. Kaye Le Fleming. The knighthood to be conferred 
on Dr. Le Fleming is a fitting recognition of fine work 
for the profession and the community carried out by a 
man in busy general practice. Long accepted as a 

‘ Barcroft and Florey (1929). J. Physiol., 68, 181. 

® Amer. J. Physiol., 1931, 117, 592. 

* Bacq, Brouha, and Heymans (1934). 


48, 429. 
"Clin. Sci, 1935-6, 2, 1. 
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leader by his colleagues in Dorset and Hampshire and 
with a growing influence at Headquarters in London, he 
enlarged his reputation during five years’ chairmanship 
of the Panel Conference, and: then, after three further 
years as Chairman of the Representative Body of the 
Association, was called in 1934 to the chair of the 
Central Council. Dr. Le Fleming’s gift for presidency 
is known to all who have sat with and under him ; he 
is an accomplished speaker, wise in counsel and resolute 
in action, a medical statesman with a wide view of 
medicine’s duty to the public. His Highness the 
Maharaja of Gondal, G.C.IE., a medical graduate of 
Edinburgh, receives the additional high honour of 
G.C.S.I. ; and Professor John Fraser, who has held the 
regius chair of chnical surgery at Edinburgh since 1925 
and was appointed surgeon to the King in Scotland last 
year, is created K.C.V.O. Professor Fraser’s work on 
the surgery of children was recognized by the award 
of the Dawson Williams memorial prize in 1936. The 
honour of knighthood is conferred also on two dis- 
tinguished workers in bacteriology and pathology who 
have long been associated at the Lister Institute of 
Preventive Medicine, and wrote jointly The Carrie 
Problem in Infectious Disease. Professor John Charles 
Grant Ledingham, F.R.S., joined the Lister Institute in 
1905, became chief bacteriologist there in 1908, and 
has been its director since 1930. Dr. Joseph Arthur 
Arkwright, F.R.S., an honorary member of the staff 
of the Institute, has been a member of the Agricultural 
Research Council since 1931. Before devoting himself 
to science he was in general practice for eleven yea‘s. 
The knighthood for Dr. Henry Morris-Jones, M.P., 
Junior Lord of the Treasury, is in recognition of pubiic 
and political services. He was a general practitioner at 
Colwyn Bay for twenty years until his election to Parlia- 
ment in 1929, and was chairman of the Carnarvon and 
Anglesey Division of the British Medical Association ; 
he is now honorary treasurer of the Parliamentary 
Medical Committee. The full list of New Year medical 
honours will be founa at page 283. 


“SLUM” SCHOOLS MUST GO 


A campaign having for its slogan “ Abolish slum 
schools ” will be launched at a reception to be held at 
4, St. James’s Square, S.W., the London home of Lady 
Astor, M.P., president of the Ten-Year Plan Council 
on February 15. The guest of honour will be Princess 
Alice, Countess of Athlone, and Members of Partia- 
ment, local government representatives, doctors, and 
educational and religious leaders will attend. The Hon. 
Harold Nicolson, M.P., is chairman of the council, and 
the members include Sir Henry Brackenbury, Sir 
Norman Angell, Lady “Allen of Hurtwood, Dr. Sloan 
Chesser, Sir Ernest Graham-Little, M.P., the Marquess 
of Lothian, Sir Arthur Salter, and Mr. G. A. Morrison, 
M.P. The plan was formulated a year ago by seven 
experts ; it called for a ten-year reconstruction scheme 
for education, and urged the special need of improved 
school buildings, nursery schools, and an extended 
school life. The new council aims, by investigation, 
deputations, and platform speeches, to persuade the 
Government and local authorities to put the plan into 
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early effect and to inform the general public of the 
benefits that such reconstruction would bring to the 
children of the country. Special attention will be given, 
in view of the new physical fitness campaign, to a 
national campaign for the improvement of unsatis- 
factory school buildings, for the abolition of “slum ” 
schools, for better nutrition of school children, 
and for the provision of more nursery schools. 
A special committee will devote itself to urging the 
need for school canteens to tackle the problem of 
securing the adequate nutrition of all school children. 
Mr. R. D. Denman, M.P., is chairman of a subcom- 
mitteee to deal with the interests of young people 
between 15 and 18, and Dame Rachel Crowdy of a 
nursery schools subcommittee. The council holds the 
view that right environment is the only effective way 
to health. More than a million teachers, students, 
doctors, and education and social welfare experts are 
represented on associations which are to co-operate in 
putting the plan before the public and the governing 
authorities. The offices of the Ten-Year Plan Council 
are at 40, Palace Street, S.W.1. 


DIABETIC RETINITIS 


The introduction of insulin has added little to the 
elucidation of diabetic retinitis and nothing at all to 
its treatment: there is hardly an aspect of the problem 
on which any positive agreement has been reached. 
The incidence of retinitis in diabetics has been estimated 
as low as 2 per cent. by Poulard and as high as 50 per 
cent. by Kirby. Writers who report large series of 
cases agree to an incidence of 10 to 15 per cent., but 
the criteria for diagnosis vary with different observers. 
Some diagnose diabetic retinitis on the presence of a 
few punctate haemorrhages in a patient with diabetes 

others disregard such findings as diabetic and consider 
them to be signs of vascular degeneration occurring in 
diabetics—this, in fact, is the general view, and some 
hold that there is no such entity as diabetic retinitis. 
It is difficult to correlate the degree of fundus changes 
with the severity of the disease. Indeed,-there is good 
evidence to support those who hold that retinal com- 
plications are more apt to occur in the milder forms 
of diabetes. The contention that retinitis only de- 
velops after some years is also questioned. Thus 
R. Braun,’ in a series of 111 cases of diabetic retinitis, 
found that the duration of the diabetes in thirty-four 
of his patients was less than five years. The old view 
that diabetic retinitis occurs only in elderly patients 
cannot be accepted as a general rule, for of late years 
an increasing number of cases have been reported in 
young patients. Even on sex incidence there is no 
agreement. Leber thought the condition to be com- 
moner in men, but Hirschberg gave a ratio of 7 to 3 in 
favour of women. Attempts to simplify the problem 
by differentiating special forms of diabetic retinitis, each 
with its characteristic appearance, have not led to the 
desired simplification. They have only raised a well- 
justified controversy as to the validity of these sub- 
divisions. Extensive and elaborate work on the bio- 
chemical aspect of diabetes has also thrown little 


ee ee 


1». Graefes Arch. Ophthal., 1936, 186, 256. 


light on the problem. It is clear that there is no 
correlation between fundus changes and glycosuria 
and blood-sugar concentration. Less conclusive is the 
relation to ketone bodies and acidosis ; a direct relation 
can indeed be excluded, but what is not clear is whether 
intermediate substances may not play a part. Rather 
similar is the position with regard to the products of 
lipoid metabolism. Blood calcium, which at one time 
attracted much attention, seems to be a factor of no 
significance. Most clinicians attach much importance 
to changes in the retinal blood vessels as factors in the 
production of diabetic retinitis, but here too we find 
no agreement. There is, to begin with, the larger 
problem of the significance of vascular degeneration 
in diabetes, and the question of the evaluation of minor 
vascular changes in the retina. The view held at one 
time that vascular hypertension is an important factor 
has not been substantiated, for many patients with 
diabetic retinitis do not suffer from high blood pressure. 
Still more disputed is the relation to kidney lesions. 
The mass of literature on the subject of diabetic retinitis 
is thus highly inconclusive. The field is, however, 
gradually being narrowed by the elimination of unten- 
able hypotheses. Yet whether the truth is contained 
in this narrowed field is a matter of doubt. The key 


, to the problem may well lie in the local metabolism 


of the retina itself, but our ignorance of this is 
profound. 


TROPICAL ULCER 


Tropical ulcer, under a multitude of local synonyms, 
has long been recognized by medical men practising 
in warm countries as a disease causing much invalidity 
among natives of the tropical belt, and as one, therefore, 
of considerable economic importance. Although in 
the last few years the causal relation between a 
spirochaete and a fusiform bacillus and the ulcer has 
been generally accepted many gaps in our knowledge 
still remain, and it had been suggested that other 
factors probably play a part in the aetiology of the 
condition, including trauma, debility, and - dietetic 
deficiency or imbalance. An interesting contribution 
to the subject has recently been made by F. W. 
Clements,' based on observations made in Manus, the 
largest island of the Admiralty Group, and on experi- 
mental work carried out at the School of Public Health 
and Tropical Medicine, Sydney. As the result of field 
observations he concludes that age, sex, and race play 
no essential part, but that there is a seasonal incidence 
associated with the monsoon. Debility, due to co- 
existing infections, as a predisposing factor is not 
proved. On the other hand, trauma is aetiologically 
significant. The distribution of the disease was found 
to be correlated with native dietary. Two groups of 
peoples were distinguished: the one subsisted largely 
on sago, the other upon taro (Colocasia antiquorum). 
The mean percentage incidence of tropical ulcer among 
the two groups was 5.3 and 2.5 respectively. The 
higher incidence among the sago eaters is believed to be 
due to their diet being rich in carbohydrates, low in 
fat, poor in protein, and deficient in vitamin B,, which 
acts by lowering the reduction potential of the tissues, 


1 Med. J. Austral., 1936, 2, 615. 











278 Fes. 6, 1937 





so that it falls below that of the invading organisms. 
Neither deficiency of vitamin A nor lowered serum 
calcium was considered to be a causative factor. The 
reservoir of the fuso-spirochaetal organisms Dr. 
Clements believes to be the mouth; the mode of 
transmission—expectoration. 27 per cent. of Manus 
sago-eating natives and 15 per cent. of the taro eaters 
had infected gums; promiscuous expectoration asso- 
ciated with chewing is indulged in every few minutes, 
with soiling of the clothes, fouling of the floor, and 
consequent infection of wounds on the lower extremity. 
Though he failed, as others have done, to recover the 
micro-organism in culture, Dr. Clements succeeded in 
reproducing tropical ulcer in 76 per cent. of twenty-one 
attempts, using as his experimental animal rats pre- 
viously fed for some weeks on a diet low in protein 
and fat and deficient in vitamin B,. At the time, the 
rats exhibited signs of B, deprivation as shown by a 
patchy loss of fur. The inoculum consisted of a 
saline emulsion of ulcer scrapings instilled into these 
denuded areas of skin after traumatization by cautery. 
Other sections of the paper are devoted to symptomato- 
logy, pathology, treatment, etc., the whole forming a 
valuable addition to our knowledge of the pathogeny 
of tropical ulcer. 


THE CAMBRIDGE M.B. THESIS 


The Faculty Board of Medicine has issued a report in 
favour of abolishing the thesis for the Cambridge M.B. 
degree. The case for doing so is argued on various 
grounds. In the first place there has been a steady 
increase in the number of medical students at Cam- 
bridge since the war, and if the present rate of increase 
is maintained the number of M.B. theses read by the 
Regius Professor of Physic may soon exceed a hundred 
a year. In addition about thirty M.D. theses are sub- 
mitted every year. The University has lately approved 
the establishment of a Department of Clinical Research, 
and the Faculty Board is convinced that if the Regius 
Professor is to engage effectively in research and under- 
take organization and supervision of a research depart- 
ment he should be relieved from the burden thus 
imposed on him. It is of opinion that the requirement 
of a thesis before admission to the M.B. degree might 
be discontinued without detriment to the education of 
the medical student or loss of prestige. 

“The period of study required for a Cambridge medical 
degree is long. The majority of medical candidates work 
for at least one and often two years in preparation for 
the first M.B. examination before they come _ into 
residence. During three years’ residence in the University 
medical students are required to study for a tripos. They 
must be classed in Part I of the Natural Sciences Tripos 
or in some other tripos, and they must reach the required 
standard in anatomy and physiology. A proportion of 
students take, in addition, Part II of the Natural Sciences 
Tripos, and a few remain in residence for a fourth year. 
After keeping three years by residence and attaining an 
honours standard candidates for a medical degree must 
spend at least three years in the study of clinical subjects 
at a recognized hospital. The majority of students require 
more than three years of clinical study before they are 
able to pass the third or final examination. At the end 
of this long period of study, and at a time in his career 
when the newly qualified practitioner should be encouraged 
and enabled to devote all his energy to the acquirement 
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of the clinical knowledge and experience which the holding 
of a resident appointment at a hospital affords Cambridge 
students are required to prepare and write a thesis. This 
thesis is written as a rule at a time when the author has 
had little opportunity and little time to make original 
observations and when his general experience cannot be 
sufficient to enable him to make any substantial addition 
to knowledge. On the other hand the work required for 
the thesis is sufficient to interfere with the performance of 
the important duties of a hospital resident. Students of 
all other universities are allowed to proceed to the degree 
of bachelor ot medicine and bachelor of surgery after they 
have passed the prescribed examinations without presenting 
theses. Consequently Cambridge students, who have to 
wait for their M.B. degrees until their theses have been 
accepted, find themselves at a disadvantage. The Regius 
Professor therefore is unwilling to exact too high a stan- 
dard, and the acceptance of a thesis is almost a foregone 
conclusion.” 

As a set-off to doing away with the M.B. thesis the 
Faculty Board considers that a higher standard should 
be required from candidates presenting theses for the 
M.D. degree. On this matter it will report later. 
Under the present proposals all candidates who have 
completed the third or final examination will be able 
to proceed without further test to the degrees of 
bachelor of medicine and bachelor of surgery, these 
degrees not being taken separately and their short titles 
reading M.B., B.Chir.Cantab. To avoid any hardship, 
immediately after approval of these changes those who 
are now bachelors of surgery would be allowed to 
proceed to the M.B. upon payment to the University 
of a fee of £4, women who have received the title of 
the degree of B.Chir. being allowed to receive the title 
of M.B. upon the same payment. While the Faculty 
Board has made out a fair, indeed a strong, case for 
abolishing the M.B. thesis, regret will no doubt be felt 
in some quarters that Cambridge should depart from a 
requirement which distinguished its M.B. degree from 
that of all other universities—this at a time when the 
need for better general education for the medical 
student is so much in mind. The average M.B. thesis 
may be worth little or nothing as a contribution to 
knowledge, but there is something to be said for the 
collection and preparation of material as a piece of 
mental discipline. Sir Clifford Allbutt, who as Regius 
Professor read seventy or eighty M.B. theses and about 
thirty M.D. theses a year, wrote: “ The use of thesis 
writing is rarely to announce discoveries, usually to 
train the mind of the writer, or to prove that his mind 
has been trained.” 


Our Supplement this week contains the full list of the 
officers of Scientific Sections for the Annual Meeting of 
the British Medical Association to be held in Belfast 
next July; also the provisional time-table and_ brief 
details of accommodation for visitors. 


The Royal College of Surgeons of England will hold 
its biennial Hunterian Festival on Monday, February 15. 
In the afternoon, at 4 o'clock, Professor George E. 
Gask will give a special lecture on “John Hunter in 
the Campaign in Portugal, 1762-1763” (an account 
derived from the Loudoun letters recently acquired by 
the College). In the evening a banquet will be held 
in the College. 
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ENDOCRINES IN THEORY AND PRACTICE 


This article is one of a series on Endocrinology contributed by invitation 


ADDISON’S DISEASE AND SUPRA- 
RENAL INSUFFICIENCY 


BY 


A. W. SPENCE, M.D., M.R.C.P. 
Addison’s Disease 


Since Addison described in 1855 the syndrome which is 
due to destruction of the suprarenal glands little has been 
added to knowledge of the essential pathology of the 
condition. The cortex, but not the medulla, of the supra- 
renals is necessary for life, and the fundamental cause of 
death is deficiency of cortical secretion. Lack of cortex 
is responsible for most of the clinical findings, but it is 
probable that deficiency of medullary secretion also plays 
a part in the production of features such as pigmentation, 
hypotension, and hypoglycaemia. 


Aetiology 


Addison’s disease may occur at almost any age, but 
it is very rare in children ; its incidence is most frequent 
between the ages of 30 and 50. It is said to be more 
common in men than in women. In most cases the con- 
dition is caused by tuberculosis of both suprarenals, 
usually associated with tuberculosis elsewhere (for 
example, in the lungs), although this is often clinically 
latent. According to different reports tuberculosis 
accounts for 70 to 90 per cent. of cases of Addison’s 
disease, the bulk of the remainder being due to simple 
atrophy of the glands. In this country, however, atrophy 
is probably as common a cause as tuberculosis, and is 


more likely to be responsible for the disease in women 


aged 35 to 45 and at the climacteric. Other but rare 
causal conditions are syphilitic fibrosis, amyloid disease, 
and, very rarely, malignant disease. 


Clinical Features 


Some authors describe three stages: (1) the early or 
latent phase, which clinically cannot be recognized as 
Addison's disease and may be diagnosed as “ influenza ” ; 
(2) the classical syndrome; and (3) the terminal phase, 
which presents the features of collapse. The symptoms 
which may arise during the second stage are manifold. 
Among them may be mentioned asthenia, faintness, 
insomnia, restlessness, anorexia (especially aversion to fat), 
nausea, vomiting, intermittent diarrhoea associated with 
intervals of constipation, epigastric discomfort, abdominal 
pain and tenderness in the loins, yawning, hiccups, pig- 
mentation, conjunctivitis, psychological changes (especially 
depression), loss of weight, scanty menstruation or amenor- 
rhoea, loss of libido, and impotence. 

Early symptoms may be anorexia, nausea, vomiting, and 
epigastric discomfort, or depression, asthenia, insomnia, 
and loss of weight, or pigmentation only, which in very 
chronic cases may persist for many months before any 
other manifestations present themselves. In children 
gastro-intestinal disturbances are prominent. 

The pigmentation appears chiefly in those parts of the 
skin which are continuously exposed to sunlight, in those 
subjected to more or less continuous pressure by articles 
of clothing, and in those normally more heavily pigmented 
than the rest of the body—for example, the axillae, the 


areola of the nipples, the linea alba, and the genital and 
anal regions. It also occurs characteristically in the 
mucous membrane of the mouth, where it has a bluish 
tinge—especially at the inner aspect of the cheeks, tongue, 
palate, and gums—and in the skin of the labia, but not 
in the rectum or vagina. It is often seen round the edges 
of scars but not in the scar tissue itself, and is often asso- 
ciated with dark brown or black pigmented spots or 
freckles, and occasionally with leucodermia. In acute 
cases pigmentation is frequently absent. 

These patients have a marked sensitivity to cold and 
drugs, a poor resistance to operations and shock, and a 
susceptibility to infection. The body temperature is 
usually subnormal. The heart may be diminished in size, 
the sounds faint and distant, and the pulse of poor 
volume. The systolic and diastolic blood pressures are 
almost always low, the systolic being below 90; in the 
early stages, however, the blood pressure may be normal. 
The urine may contain a slight amount of albumin and 
occasionally casts. 

In the chronic cases remissions and relapses occur. 
During a remission, which may last for weeks, months, 


‘or even years, the blood pressure commonly remains low, 


although the other features of the disease improve con- 
siderably. Patients are very liable to crises, which are 
heralded by increasing weakness, psychical disturbances, 
nausea, vomiting, deepening of the pigmentation, and fall 
of temperature and blood pressure. In a severe crisis 
the asthenia and vomiting are extreme, there is marked 
loss of weight, the systolic blood pressure may be below 
70, and there may be suppression of urine: in other words, 
the patient is suffering from collapse and dehydration, 
which some observers consider responsible for the symp- 
toms. Death usually takes place in one of these crises. 
They may be precipitated by undue exertion, exposure 
to cold, a slight operation or an infection, or they may 
come on for no apparent reason, in which case they may 
be due to further damage to the suprarenal cortex. The 
duration of life is longer and severe crises are less fre- 
quent in those with marked pigmentation, little asthenia, 
and few gastro-intestinal symptoms. The most important 
single prognostic index is body weight ; those who eat and 
gain in weight do well. 


Laboratory Findings 


Addison’s disease well illustrates the maxim that the 
clinician should not rely on the laboratory findings for his 
diagnosis or prognosis. In the early stages of the disease 
and in chronic cases the composition of the blood may be 
quite normal, and a threatening relapse may be forecast 
more from the clinical condition of the patient than from 
a detailed analysis of the constituents of the blood. The 
laboratory findings, however, are of interest and often of 
use in confirming the diagnosis and the clinical concept of 
the degree of suprarenal insufficiency. 


Blood Cells.—There is often an anaemia, but this may be 
masked by the increased concentration of the blood as a 
result of the dehydration brought about by vomiting, diar- 
rhoea, and failure of cortical function. There may te a 
moderate eosinophilia and a relative lymphocytosis. 

Sodium (normal: 325 mg. per 100 c.cm. of serum).—Blood 
sodium is usually low, particularly in the acute cases and 
in crises, but it may occasionally be normal, especially in the 
early and chronic cases. The clinical condition is roughly 
parallel to the level of the blood sodium. The low blood 
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sodium is associated with an increased excretion of sodium 
in the urine. 


Chlorine (normal: 350 mg. (as Cl) per 100 c.cm. of serum).— 
The chlorides may also be diminished, but to a less degree 
than the sodium. 


Urea and Non-protein Nitrogen—In crises and severe 
phases the urea and non-protein nitrogen are practically 
always high. On the other hand, the blood urea may be 
normal, although a crisis may be imminent. A _ high blood 
urea which continues to rise is of serious import. 


Sugar.—tThe fasting blood sugar is frequently below normal, 
and there may be a further fall at a crisis. It is of little use 
in assessing the clinical condition, as a low blood sugar may 
exist with a satisfactory clinical state and normal values may 
be present in a crisis. However, very low blood-sugar values 

for example, below 60 mg. per 100 c.cm. of blood—are 
of serious significance, and often occur as a terminal event. 
Some authorities consider that the symptoms of a relapse are 
due to the hypoglycaemia. 


Potassium (normal: 20 mg. per 100 c.cm. of serum).—The 
blood potassium may be raised, especially during a relapse. 
A high potassium value is the most reliable chemical indica- 
tion of the seriousness of the patient's condition. 

Calcium (normal: 9 to 11 mg. per 100 ¢c.cm. of serum).— 
Blood calcium is usually normal, but when it is raised it is 
of grave significance. 

Serum Proteins (normal: 5.6 to 8.5 grammes per 100 c.cm. 
of serum).—These may be raised in a crisis when there is a 
decrease in blood volume due to dehydration. In the early 
and chronic states, when the patient is not dehydrated, they 
are usually normal. 

Basal Metabolic Rate——This is frequently normal, but it is 
often reduced, especially in a crisis, an average figure being 
about —18 per cent. 

Gastric Juice-—Analysis usually shows hypochlorhydria or 
achlorhydria. X-ray examination of the suprarenals may 
reveal calcification in the tuberculous cases. 

The most important investigations to be carried out are 
a determination of the serum sodium, serum potassium, and 
blood urea, and an x-ray examination of the suprarenals for 
calcification. 





Diagnosis of Add‘son’s Disease 


In the diagnosis of Addison’s disease other causes of 
pigmentation, which will not be enumerated here, must 
be considered. Pigmentation in the mouth is a feature 
of diagnostic importance. The abdominal pain may 
simulate abdominal conditions such as carcinoma, peptic 
ulcer, and renal disease, but tenderness in the loins in the 
tuberculous cases may be a differentiating point. One 
of the most important conditions to exclude is carcinoma 
of the alimentary tract; an x-ray examination and an 
examination of the faeces for occult blood are often 
essential, and yet carcinoma may be present although 
both of these investigations are negative. Pernicious 
anaemia and chronic nephritis with pigmentation, asthenia, 
and gastro-intestinal disturbances must also be excluded. 
Occasionally toxic goitre, especially the so-called apathetic 
type, with marked asthenia, mental apathy, pigmentation, 
low blood pressure, and little increase in basal metabolic 
rate may closely resemble Addison's disease. Cases of 
Addison’s disease without pigmentation may cause con- 
siderable difficulty ; in these an exacerbation of symptoms 
may be produced by a salt-poor diet as a diagnostic 
procedure, but caution must be observed as a crisis may 
be precipitated. Other conditions which must not be ccn- 
fused with Addison’s disease are neurasthenia, menopausal 
states, essential hypotension, myasthenia gravis, and 
Simmonds’s disease. As mentioned above, early and 
chronic cases may show no change in the chemical com- 
position of the blood, but a low blood sodium, which may 
also occur in conditions in which there is an acidosis, 


such as diabetes mellitus, high intestinal obstruction, and 
cholera, is a relatively constant finding. 


Treatment of Addison’s Disease 


The treatment of Addison’s disease may be considered 
under four headings: (1) general measures and the treat- 
ment of the underlying disease, (2) sodium therapy, (3) 
substitution therapy, and (4) treatment of dehydration. 


GENERAL MEASURES 


Rest in bed is necessary until the patients are stabilized 
on a maintenance dose of salt and/or cortical extract, 
and as they are very susceptible to cold care should be 
taken that they are kept warm. As they have an aversion 
to fats, and in view of the tendency to hypoglycaemia, 
the diet should be rich in carbohydrates. Because of 
damage to the suprarenal cortex, which is normally rich 
in vitamin C, it is as well to ensure that they obtain ade- 
quate amounts of this substance. Recent work suggests 
that a diet poor in potassium may be of considerable 
benefit, but details have not yet been worked out. When 
patients are up and about they should avoid infections, 
over-exertion, and exposure to cold, as any of these may 
bring on a relapse. 

SODIUM THERAPY 


In early and chronic cases it is best to start medication 
by the administration of salt (sodium chloride). The salt 
may be given in cachets or in milk in 2 to 3 gramme 
doses (30 to 45 grains) six times daily, the first dose being 
taken on waking in the morning. A disadvantage of this 
amount of salt is its emetic action in some patients. This 
may be overcome by giving sodium as a mixture of salts— 
for example, 6 grammes of sodium chloride, 4 of sodium 
bicarbonate, and 4 of sodium citrate, throughout the day. 
Since there is an excessive loss not only of sodium but 
also of chlorine in the urine, the mixture should always 
contain sodium chloride to prevent chlorine deficiency. 
The optimum therapeutic dose is variable. The result of 
this treatment is often a considerable improvement in the 
patient’s condition. Appetite, strength, and weight are 
increased, nausea and abdominal pain are lost, but pig- 
mentation is little if at all changed. Owing to the general 
metabolic improvement there may be a slight rise of blood 
pressure, but it does not reach the normal level. In some 
but not in all cases it is possible to restore the electrolyte 
balance of the blood to normal. 


SUBSTITUTION THERAPY 


The value of sodium treatment lies in the smaller 
requirements of cortical extract. Some patients require 
no extract at all; others state that they feel better when 
receiving extract in addition to salt ; in others salt may be 
of no apparent value, and these will need cortical extract 
as well. Those who are tn a crisis will certainly require 
extract, and it is unsafe to defer its administration in 
favour of salt alone: both should be given as soon as 
possible. In a crisis 50 c.cm. of cortical extract should 
be injected intravenously, and for the first week it is of 
advantage to continue its administration by this route 
(providing no reactions occur), but in successively smaller 
doses of 30, 20, and 10 c.cm. The daily dose necessary 
must be judged by the clinical condition. After the first 
week cortical extract may be given intramuscularly. 

In cases which respond nearly all the symptoms and 
signs disappear. The pigmentation decreases, but it does 
not vanish entirely ; there may be but slight change in the 
blood pressure. The composition of the blood tends to 
return to normal, with the exception of the hypoglycaemia, 
on which cortical extract has only a slight effect. The 
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basal metabolic rate is raised only if it was previously low. 
Results begin to be apparent in from two to four days. 
With improvement in the patient’s health and strength the 
extract may be gradually reduced until the maintenance 
dose is reached. This varies from 1 to 5 c.cm. twice 
daily. In time it may be possible to stop the administra- 
tion of cortical extract for some months, but this should 
not be attempted until the patient is gaining in weight. 
Treatment with sodium should not be discontinued. Pro- 
gressive tuberculous lesions and secondary infections will 
call for increased dosage of extract. 


If a crisis be protracted and in the chronic or stationary 
period of the disease cortical hormone exerts no striking 
clinical effect, and one’s enthusiasm should not allow one 
to overlook the fact that patients have died in spite of 
large doses of cortical extract. Salt and cortical extract 
are not panaceas in the treatment of this condition. 


TREATMENT OF DEHYDRATION 

It is considered by many that the symptoms of a crisis 
are due largely to dehydration and by others to hypo- 
glycaemia. Energetic measures shou!d be taken to combat 
these conditions. In a crisis 500 c.cm. of a 5 per cent. 
solution of glucose in 5 or 10 per cent. saline should 
be injected as soon as possible intravenously and repeated 
if necessary during the next few days. The solution 
should be given slowly by the drip methed, as patients in 
a crisis not infrequently have a rigor if it be injected 
more rapidly. It is essential that cortical extract be given 
intravenously before or during the administration of the 
saline, as without extract an intravenous saline is not 
maintained in the circulation and subcutaneous and intra- 
peritoneal salines are not absorbed. When the vomiting 
is relieved fluid should be taken in large quantities by 
mouth. 


Suprarenal Insufficiency 


Acute suprarenal insufficiency is caused by acute infec- 
tions, thrombosis of the suprarenal vessels, and bilateral 
haemorrhage into the suprarenals. Suprarenal haemor- 
rhage may occur in the newborn as a result of eclampsia, 
trauma during birth, asphyxia neonatorum, and super- 
involution of the cortex; in older people, as the result 
of severe infections, extensive burns, syphilis, and as a 
manifestation of a haemorrhagic diathesis. 

In the newborn the clinical picture resembles pneu- 
monia, with fever, dyspnoea, and cyanosis, but there are 
no pulmonary signs. In older children and adults the 
onset is one of acute abdominal pain, vomiting, diarrhoea, 
and fever. In both groups other features are: extreme 
asthenia and prostration, purpuric eruptions, dehydration, 
low blood pressure, convulsions, and coma. In the cases 
of haemorrhage there are, in addition, the general symp- 
toms and signs of shock, with local signs consisting of 
abdominal distension and a palpable swelling in one or 
both renal regions. The condition is not easy to diagnose 
and is rapidly fatal. Therapeutic measures consist in the 
treatment of shock and the administration of cortical 
extract and of intravenous glucose salines. 


Chronic suprarenal insufficiency is not well defined. 
Patients with debility, emaciation, hypotension, impotence, 
or a low basal metabolic rate are sometimes thought to be 
suffering from chronic suprarenal insufficiency. Some of 
these cases may be incomplete forms of Addison's disease, 
others due to hypo-adrenalism, but in the majority it Is 
doubtful whether the suprarenals can be held responsible. 
No beneficial effect is obtained with cortical extract in 
the absence of an adrenal lesion. 


[A bibliography will be given at the foot of the next article.] 


TEMPORARY TREATMENT IN MENTAL 
HOSPITAL PRACTICE 


BY 


W. J. BARBOUR, M.D., D.P.M. 


Deputy Medical Superintendent, Borough Mental Hospital, 
Derby 


The Mental Treatment Act of 1930, Section 5, permitting 
treatment of patients on a temporary basis, has now been 
in operation for six years. It has therefore had time to 
be fully investigated, and as medical officer at an institu- 
tion where temporary patients constitute the largest pro- 
portion of annual admissions to any hospital in England 
and Wales I thought it would be of interest to survey 
the results and discuss the numerous difficulties. 


Whether the large percentage of temporary patients is 
a matter for approval or not is a debatable point. 
Actually the number admitted to this hospital is much 
In excess of the general estimated figure according to even 
a liberal interpretation of the Act. In a memorandum 
published in the Board of Control Report, 1934 (Appendix, 
p. 88), it is pointed out that the type of patient who can 
be dealt with by this section of the Act is strictly limited, 
although it is regretted that the procedure is not being 
utilized in the case of rate-aided patients to anything like 
its full possibilities. 

In Derby, however, the procedure is very much in 
favour, due to certain definite advantages that accrue 
from this method and are enumerated later. The prox- 
imity of the hospital to the town, and the fact that the 
public assistance authorities—officers and doctors—are 
familiar with the provisions of this section, are also 
contributory factors to the large percentage of admissions 
on a temporary basis. It will be noted from Table I that 
the percentage has risen annually, and therefore it must 
be a useful and’ desirable way of gaining admission to 
hospital. 


TABLE I.—Showing the Annual Number of Admissions during the 
Past Six Years by the Three Channels of Entry, and also the 
Percentage Number of Direct Temporary Admissions. 





Percentcge 


Year | Voluntary Temporary, Certified | Total | 1 Direct 
| } emporary 
Admissions 





1931 | 8 29 78 us | 26 

1932 | 12 34 ee. 

1933 15 49 st | 121 | 42 

1934 | 27) | 82 x | us |. » 

1935 | 29 s2 | 47) | 158 52 

1936 | 17 | 58 38. | 1B St 
2a. ? 





The statistics published by the Board of Control show 
that temporary treatment is much more _ frequently 
adopted with private than with rate-aided patients, and that 
“one law for the rich and one for the poor” exists to 
some extent, though Parliament endeavoured to remedy 
this by the Mental Treatment Act, 1930. At the present 
time many non-volitional cases are not receiving the 
benefit of the provisions to which they are entitled, due 
largely to a tendency to adhere to the familiar and simpler 
procedure of certification. There is no doubt that the 
stigma attached to certification is very strong in the public 
mind, and that as more up-to-date accommodation is 
made available treatment by voluntary or temporary 
methods will be demanded by them and granted if it is 
at all applicable. It has been estimated that only one- 
fifth of the total number of temporary patients in England 
and Wales have ultimately to be certified, which indicates 
that this procedure is serving a useful purpose. 
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Advantages and Disadvantages of Temporary Treatment 


While this analysis is open to criticism in that a much 
larger number of patients are being dealt with than 
strictly belong to the class to which the temporary clause 
applies it may help to demonstrate to those who are 
unwilling to accept such a class that the latter can be 
handled without too great administrative difficulties. 

The disadvantages of temporary treatment chiefly affect 
hospital administration, and can only be gauged after 
actual experience. For example: (1) Regrading of patient 
has often to take place after a few weeks; twenty-eight 
days is the time limit stated in the Act after the patient 
recovers volition. (2) If the patient is made voluntary he 
will often not stay long enough to eflect a complete 
recovery. (3) If the patient has to be certified the rela- 
tives frequently object and the onus falls on the hospital 
doctor. (4) If extension of temporary treatment is indi- 
cated the application has to be sent to the Board of 
Control within a stated time in order to obtain its 
consent—* not more than one month nor less than four- 
teen days before the expiration of the current period of 
treatment.” The relative often delays or fails to sign the 
application, and one has to resort to certification. 

Two great advantages are gained by temporary treat- 
ment: (1) certification is avoided by substituting two 
medical recommendations, and (2) the stigma and the in- 
convenience associated with certification of procuring a 
justice is avoided and therefore temporary treatment is 
preferred by the relatives. Another advantage is that 
the mental state of the patient is more closely observed 
with regard to his future prospects. His case is con- 
stantly cropping up for discussion pending reclassification, 
and the question of extension of treatment at the end of 
six months and nine months calls for close observation. 


** Good ” and “‘ Bad ” Types of Temporary Patients 


The large number of temporary patients admitted 
annually (Table I) cover a wide range of conditions. 
Depending on the response to treatment and the progress 
they make they can be grouped into “ good” and “ bad ” 
types from the point of view of hospital classification. In 
the former category one includes those who become quite 
clear mentally after a varying period and make an uninter- 
rupted recovery. They are fit to be discharged within 
twenty-eight days after regaining volition or preferabty 
continue treatment a little longer as voluntary patients. A 
large number of cases conform to this type, and a few 
examples, illustrating a variety of conditions, are recorded 
from the admissions during the last year. 


Case 1.—Male, single, aged 32, was admitted on September 
7, 1936, suffering from acute alcoholic confusion. He was 
disorientated, rambling in his talk, and hallucinated—saw golf- 
balls giving off poison-gas and frothing when they reached 
water. Two days later he was quite rational in his talk and 
behaviour, and took his discharge on October 14—five weeks 
after admission. 

Case 2.—Male, single, aged 19, was admitted on February 
20, 1936, in a state of stupor. He was mute, rigid, negativistic, 
in poor physical condition, and had to be fed with all meals. 
He remained in this state for three months, but had improved 
sufficiently to be made a voluntary patient on July 24. There- 
after he had parole, worked in the garden, and put on 2 st. in 
weight before taking his discharge on September 22. 

Case 3.—Female, married, aged 20, was admitted on Decem- 
ber 10, 1935, as a case of puerperal insanity. Child born on 
November 5, 1935. Confusion with depression. Rapid re- 
covery, and patient discharged on January 17, 1936. 

Case 4.—Female, married, aged 29, was admitted on August 
30, 1936, suffering from puerperal insanity. Child born on 
August 19. Confusion with great excitement. After six 
weeks—October 16—patient was sufficiently well to go home 
on trial. 

Case 5—Female, married, aged 32, was admitted on 
November 24, 1935, in a confused dazed state with physical 
and mental signs suggestive of organic brain disease—speech, 
gait, and conduct being affected. Laboratory findings were 
negative, and symptoms cleared up rapidly, permitting her to 
be discharged recovered in seven weeks’ time—January 4, 1936. 


Case 6.—Female, married, aged 40, was admitted on January 
21, 1936, in a very toxic state. She was delirious, extremely 
restless, and hallucinated. Temperature 100.6° F., pulse 120. 
Her condition was critical for some days, but she improved 
gradually and was fit for discharge on April 17. 

Case 7.—Female, married, aged 61, was admitted on 
February 6, 1936, suffering from severe depression. She was 
agitated at times and quite unable to discuss her affairs. She 
improved sufficiently after four months to become a voluntary 
patient, and took her discharge one week later—June 15. 

The designation “ bad type” can be applied to those 
who recover fairly well but are not fit for discharge and 
are subject to relapse. Regrading is often troublesome in 
these cases, and one has to be guided by the history, 
nature of illness, and home circumstances whether to 
recommend voluntary treatment or decide on certification. 
It is advisable to have a good knowledge of the patient's 
attitude and his willingness to continue treatment, for ‘tf 
this is not done before making him voluntary he may 
demand his discharge in a few days when he is far from 
well. In some of these cases certification is often difficult 
because the mental symptoms may have improved con- 
siderably or are difficult to elicit, and the certifying doctor 
who is seeing the patient for the first time can only submit 
a weak certificate on “the facts observed by himself at 
the time of examination.” 

The following tables record all the patients discharged 
and regraded at different periods during five years. © 


TasBceE Il.—Showing how Temporary Patients were dealt with 
during the Years 1931 to 1935 





1931 1932 1933 | 1934 1935 | Totals 





| 
| 
| 














Recovered... 13 10 16 is 19 | 65 
Relieved or not improved a > 5 1 § | 21 
To voluntary class 4 ! a 16 26 33 83 
To certified class 2 10 Pe it 10 | 30 
Died ... 5 4 0 | 7 14 | 40 
Transferred... 0 1 1 4 1 7 

Totals ... a | 29 Ba |) SS oh’ 82 $2. | 246 





TaBie IlI.—Showing Changes in Temporary Patients during 
the Quarters of the Year 





| Within Within Within Within 
3 Months 6 Months 9 Months” 12 Months 




















Recovered ag 14 42 H 5 4 
Relieved or not improved ii 10 | 2 Zz 
To voluntary class... | 10 40 12 | 21 
To certified class .., sie} 1 4 | 3 22 
aa. ok ee i 





General Considerations 


As a general rule, after the patient has recovered 
volition one is inclined to give him a chance unless certi- 
fication is unavoidable. Consequently many are made 
voluntary (Table Il), and many leave before their recovery 
is compiete. Table III shows the large number of patients 
discharged within six months. Some of these undoubt- 
edly return to hospital, but this need not condemn the 
system. We claim that our hospitals are becoming more 
like general hospitals, and there the patients do not remain 
until the physician is absolutely assured of their recovery. 
Many have to complete their convalescence at home or 
attend the out-patient department, and now patients suffer- 
ing from mental illness have that advantage as the result 
of the numerous clinics being established at various 
infirmaries. 

It is agreed that Section 5, dealing with temporary 
patients, is difficult and complicated, but it undoubtedly 
serves a useful purpose in transient mental illness. Con- 
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iderable controversy has ranged round the words in the 

Act “incapable of expressing himself as willing or un- 
willing to receive such treatment,” but, generally speaking, 
cases following childbirth, the various types of stupor, and 
all cases where confusion is marked; have the right to 
feceive treatment on a temporary basis. The public are 
how well aware that such facilities exist, judging from 
ir number of inquiries and interviews with patients’ 
riends, and when any question of certification arises st 
is not well received as a rule. 


Unfortunately, though the terms “voluntary” and 
oe - : 
certified ” are easily understood, difficulty always arises 
with “temporary ” classification. The relatives generally 
think that the latter term indicates treatment for six 
months only, and much explanation is needed to give them 
a fuller knowledge of the Act. 


Conclusion 


It will be seen that temporary treatment does confer 
some benefit to the patient and his friends, while certain 
difficulties—not insurmountable, however—are added to 
hospital administration. It is possible that by widening 
the scope of the section, or simplifying the necessary pro- 
visions, the difficulties would be much lessened, and it is 
interesting to note that in the latest enactment (Rhodesia) 
temporary treatment is extended to resistive as well as 
non-volitional cases. 


I have to thank Dr. J. Bain, medical superintendent, for 
permission to use the hospital records. 





NEW YEAR HONOURS 


A supplement to the London Gazette of January 29 
contained the first list of honours conferred by King 
George VI. The names of the following members of the 
medical profession are included in the list. 


G.C.S.I. 


Maharaja of, His Highness Maharaja Shri Sir 
G.C.1LE., M.D., F.R.C.P.Ed., LL.D. 


Gondal, 
BHAGWATSINHJL SAGRAMIJI, 
(Hon.). 

K.C.V.O. 

JoHN Fraser, M.C., M.D., F.R.C.S.Ed., F.A.C.S. (Hon.), 
F.R.A.C.S. (Hon.). Surgeon to H.M. the King in Scotland, 
Regius Professor of Clinical Surgery, University of Edinburgh. 


Knights Bachelor 


JosepH ARTHUR ARKWRIGHT, M.D.,_ F.R.C.P.,_ F.R.S. 
Member of the Agricultural Research Council. 

JoHN HenRY Morris-Jones, M.C., L.R.C.P. and S.Ed., 
L.R.F.P.S.Glas., J.P., M.P. for Denbigh. Lord Commissioner 
of H.M. Treasury (unpaid) since 1935. 

JOHN CHARLES GRANT LEDINGHAM, C.M.G., D.Sc., LL.D., 
F.R.C.P., F.R.S. Director of Lister Institute, London. Pro- 


fessor of Bacteriology, University of London. 

E. Kaye Le FrLeminc, M.A., M.D. (Hon.), M.B., B.Chir., 
Chairman of the Council of the British Medical Association. 
Direct Representative on the General Medical Council. 


C.B. (Military) 

THOMAS SeyMour Coates, O.B.E., M.B., B.S... Major- 
General, late R.A.M.C. Honorary Physician to the King. 
Deputy Director of Medical Services, Aldershot Command. 

ALEXANDER WILLIAM MONTGOMERY Harvey, M.B., Ch.B., 
Major-General Indian Medical Service. Honorary Surgeon 
to the King. Deputy Director of Medical Services, Northern 
Command, India. 

C.M.G. 

WILLIAM HENRY KAUNTZE, M.B.E., M.D., D.P.H., Colonial 
Medical Service. Director of Medical Services, Uganda Pro- 
tectorate. 

C.LE. 

_RicHarp Epwarp FLowerbDew, M.B., Ch.B., D.T.M. and H., 
Lieutenant-Colonel Indian Medical Service. Inspector-General 
of Prisons, Bengal 


GRAHAM COLVILLE RAMSAY, O.B.E., M.D., D.T.M. and H. 
Deputy Director of the Ross Institute of Tropical Hygiene, 
London School of Hygiene and Tropical Medicine. 


C.B.E. (Military) 


WILLIAM JAMES Carr, B.Chir., M.R.C.S., L.R.C.P. Surgeon 
Captain, Royal Australian Navy. 


C.B.E. (Civil) 


PERCIVAL ALFRED DINGLE, M.R.C.S., L.R.C.P. Principal 
Medical Officer to the Government of North Borneo. 


O.B.E. (Military) 
GeEorGE BoyLe HANNA, L.R.C.P. and S.Ed., L.R.F.P.S.Glas., 
Lieutenant-Colonel Indian Medical Service. Officer Com- 
manding, Indian Military Hospital, Quetta. 


O.B.E. (Civil) 

BERNARD Hart, L.M.S.S.A., Honorary Consulting Radio- 
logist, Doncaster Royal Infirmary. 

WILLIAM STEWART Empey, M.B., B.Ch., Lieutenant Indian 
Medical Service. Recently leader of British Ambulance Unit 
No. 1 in Ethiopia. 

GEORGE MONCRIEFF BARRON, M.B., Ch.M., F.R.A.C.S. 
Member of Council, New South Wales Branch of the British 
Medical Association. For social welfare services in the State 
of New South Wales. 

SyDNEY Letts Dawkins, M.B., Ch.B. For services in con- 
nexion with the St. John Ambulance Brigade in the State of 
South Australia. 

VictoR WILLIAM TIGHE McGusty, M.B., B.Ch., D.T.M., 
Colonial Administrative Service. Secretary for Indian Affairs 
and Inspecting Medical Officer, Fiji. 

’ WILLIAM EGBERT THOMPSON, M.B., Ch.B. Surgeon Specialist, 
Palestine. 
M-:3.E. (Military) 

EUGENE DuckwortTH, Ist Class Assistant Surgeon, Indian 
Medical Department. 

' M.B.E. (Civil) 

MANIKKAM Durat Ras Davip, M.B.,  C.M.Madras, 
F.R.C.S.Ed. Third Surgeon, General Hospital, Rangoon, and 
Police Surgeon, Rangoon, Burma. 

HENRY CECIL PHILLIPS, Major Indian Medical Department. 


Superintendent of the Punjab Vaccine Institute, Lahore, 
Punjab. 

BaDRI PRASAD. Sub-Assistant Surgeon, Nyasaland Pro- 
tectorate. 


Bar to Kaisar-i-Hind Medal (First Class) 


Miss LoursA HELENA Hart, M.D. Medical Missionary, 
Madanapalle, Chittoor District, Madras. 


Kaisar-i-Hind Medal (First Class) 


GEORGE MCGREGOR MILLAR, O.B.E., M.B., B.Ch., Lieutenant- 
Colonel I.M.S. (retired). Director, Medical Services, Jammu 
and Kashmir State. 
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RESEARCH IN BLOOD DISEASES 
GRANTS AND SCHOLARSHIPS 


The trustees of the Lady Tata Memorial Fund invite 
applications for grants and scholarships for research in 
diseases of the blood, with special reference to leukaemia, 
in the academic year beginning on October 1, 1937. 
Grants of variable amount are made for research expenses 
or to provide scientific assistants to senior workers. 
Scholarships are awarded as personal remuneration, and 
they ordinarily have the value of £400 per annum for 
whole-time research, with proportionate adjustment for 
work on a part-time basis where this is approved. The 
grants and scholarships are open to workers of any 
nationality. 

Applications must be submitted before March 31, 1937, 
and the awards will be made by the trustees in June. 
Further particulars and forms of application may be 
obtained by writing to the secretary of the Scientific 
Advisory Committee, 138, Bedford Court Mansions, 
London, W.C.i. 
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CHILD GUIDANCE INTER-CLINIC 
CONFERENCE 


Under the auspices of the Child Guidance Council the 
third biennial inter-clinic conference of representatives and 
professional members of staffs of child guidance clinics 
was held in London on January 29 and 30. Nearly forty 
clinics were represented, and useful sectional discussions 
took place on such subjects as the clinic as a social and 
educational centre in the community, the problems of 
remedial teaching, the physiotherapy of the difficult child, 
and the organization of research into common child 
guidance, problems. 


General Meeting 


Presiding over a general meeting in the Great Hall of 
the British Medical Association House, Dr. C. S. MyYERs, 
principal of the National Institute of Medical Psychology, 
said that “ child guidance clinic ” was loosely defined, but 
he thought it could be taken that when only one doctor 
in a hospital looked after nervous disturbances of children 
he was not qualified to call his work a clinic ; the word 
should be used in the American sense of a team, and in 
addition to those who treated the cases directly a social 
worker was necessary for visiting the homes and finding 
out the difficulties. Ideally in a properly equipped clinic 
there should be at least two persons treating the young 
patient—namely, the medically qualified expert in mental 
disorders, and the psychologist, who was generally not 
medically qualified. A clinic by no means confined its 
work to children of low intelligence; many of the children 
were indeed above the average. They might be divided 
into three categories: first, the cases exemplified by dis- 
orders of movement, night terrors, incontinence, obses- 
sions, conditions of severe depression or excitability ; 
secondly, cases exhibiting insubordination, truancy, inatten- 
tion, and backwardness; and thirdly, cases with moral 
defect, habits of destructiveness, untruthfulness, and theft. 
Dr. Myers also referred to the lack of training of the 
average general practitioner for dealing with cases in 
which there was an element of mental disorder. In his 
own student days there was no teaching on functional 
maladies of this kind; hysteria was looked upon as a 
disease of the imagination, and, as one of his own teachers 
said, “Imaginary diseases require imaginary remedies.” 
The General Medical Council now ordained a certain 
amount of psychiatry in the curriculum, but only enough 
to enable the student to learn how little he knew. 


Mr. GEOFFREY SHAKESPEARE, M.P., Parliamentary Secre- 
tary to the Board of Education, brought the good wishes 
of the Board for the success of the child guidance move- 
ment. Local education authorities could run their own 
clinics and apply to the Board for a 50 per cent. grant, or 
they could contribute to a voluntary clinic, or pay the fees 
of council school children attending. But this was not a 
service to be imposed from Whitehall ; no “ mass produc- 
tion” methods could be applied ; and it was of all services 
the most individual. 


Selection of Cases for Treatment 


Of the sectional discussions the most largely attended 
was one presided over by Dr. R. G. GorpDon of Bath, on 
selection of cases for treatment. After Dr. MILDRED 
CrEAK and others had introduced the subject, Dr. GorDON, 
in suggesting the lines of general discussion, said that one 
of the difficulties from which child guidance clinics 
suffered was that a great deal of time was taken up in 
sorting out the cases and in the preliminary advisory work. 
Could nothing be done to enable that sorting out to take 
place before the child was actually brought to the 
psychiatrist? It was a question whether in large towns, 
where more than one clinic was available, it might be 
useful for one of the clinics to specialize in sorting out 
and advisory treatment, and the other in intensive psycho- 


logical treatment. The latter could not be given in a busy 
environment with a pressure of miscellaneous cases. The 
question of intensive psychological treatment raised the 
point as to how far it was possible to change the child’s 
personality. A child was very much more suggestible and 
plastic than an adult. On the other hand, if the immediate 
symptoms were removed, these generally being expressions 
of emotional conflict, this very plasticity enabled adjust- 
ment to take place, and often there was no further 
trouble. Dr. Gordon added that the intensive treatment 
of psychosis in the adult was disappointing and sometimes 
harmful, because the psychotic was suffering from a bio- 
logical deviation, not simply emotional conflict, and by 
the time adult life was reached that deviation had pro- 
ceeded far and was difficult to reverse. In the young, how- 
ever, it might be possible to give treatment with the object 
of correcting the deviation. He also referred to the ten- 
dency to treat preferentially the intelligent child, who was 
more interesting and co-operative, while possibly it was 
the backward child who was the more important. From 
the recent report of Sir Arthur MacNalty it was made 
plain that the Board of Education did not wish children 
to be sent to special schools unless this course was abso- 
lutely necessary. Once a child was sent to a special school 
it was marked for life. 


Child Guidance Work and the General Hospital 


Another session was concerned with the relation of child 
guidance work to the general hospital. Dr. Hiipa 
STOESSIGER Said that only in the hospital was there really 
adequate provision for examination of physical function. 
The physical examination at an isolated clinic was likely 
to be scrappy and inadequate owing to poor equipment 
for such work. In treatment there were many cases in 
which very close co-operation between those treating the 
physical and psychological aspects of the case was essential, 
as, for example, in cases exhibiting behaviour disturbance 
accompanied by chronic disease such as diabetes mellitus. 
Beds were also a valuable adjunct, for it was only when 
the psychiatrist was able to treat selected cases in hospital 
that he could form an opinion as to the child’s reaction 
to home environment. 


Dr. T. A. A. HUNTER of Plymouth, while alive to certain 
advantages of the hospital clinic, one being that it would 
promote a child guidance outlook among the medical staff, 
stressed certain disadvantages. It would be a great pity 
if as a result of hospital association the child referred to 
a child guidance clinic should be regarded as a sick child. 
Children should be referred not as sick persons but as 
those showing a certain abnormality in development which 
could be put right. The clinic should have its preventive 
aspect chiefly emphasized, whereas too close a connexion 
with hospital practice would give it a curative outlook. 
This speaker did not think it would be possible to staff 
child guidance clinics permanently on a voluntary basis, 
although the voluntary system obtained in the hospital. 
The development of child guidance should be on the basis 
of educational rather than of hospital service. 


After discussion in the several sessions the directors and 
representatives of clinics met to receive the various resolu- 
tions and to deal with questions arising therefrom. 








K. Oxenius (Miinch. med. Wschr., December 18, 1936, 
p. 2082) states that during an epidemic of influenza at 
Chemnitz in November, 1936, whole families were 
attacked. Under suitable treatment recovery took place 
in two or three days. About 10 per cent. of the children 
had a relapse two or three days after recovery from the 
first attack, most of them being young infants. Oxenius 
attributes this occurrence to the fact that owing to the 
mild primary.attack relatively few antibodies were formed, 
especially as the patients were infants, and a fresh infec- 
tion readily took place in a few days. 
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PREVENTION OF ROAD ACCIDENTS 


The campaign of the recently formed Road Accidents 
Emergency Council was launched at a delegate conference 
held in Westminster on January 23. Mr. A. M. WALL, 
secretary of the London Trades Council, who presided, 
said that the conference comprised religious, industrial, 
and philanthropic organizations, widely diverse’ in 
character but representing in the aggregate several millions 
of citizens united in their demand that the appalling 
tragedy of the roads should not be allowed to continue. 
The BisHOp OF WINCHESTER, chairman of the council, 
said that there was a time when the horrors of accidents 
in the factories of the country were regarded as inevitable. 
But that was found to be simply wicked nonsense, and it 
was wicked nonsense to say that nothing could be done 
to reduce appreciably the losses on the roads. There were 
practical remedies. When drivers found guilty of callous 
and reckless driving were let off with a trifling penalty it 
was a scandal. There should be sterner and more general 
enforcement of the law. But these reforms would not be 
got unless public opinion was thoroughly aroused. The 
four-point programme of the council—namely, special 
courts for driving offences, the adaptation of the roads 
to modern use, the effective control of speed, and fairer 
compensation for victims—was expounded by Mr. A. 
CREECH JONES, M.P., and Mr. F. C. Watkins, M.P., 
members of the executive council. Sir ERNEST GRAHAM- 
LittLe, M.P., chairman of the Road Accidents Parlia- 
mentary Group, urged the testing of drivers with a view 
to discovering those that were accident-prone, the educa- 
tion of those whose faults could be corrected, and the 
exclusion of those who could not be made into safe 
drivers. Lord ELTon stressed the point that the appeal 
of the council was a citizen’s one as distinct from a road 
user’s one. Dr. ALFRED SALTER, M.P., and other speakers 
emphasized the danger of alcohol as a factor in road 
accidents, and an additional resolution asking the Govern- 
ment to make effective the Highway Code on that point 
was carried. 


S. Lomholt (Hospitalstidende, December 22, 1936, p. 44) 
has given injections of antileprol in various forms of skin 
Gisease at the Finsen Institute in Copenhagen, and has 
achieved remarkable results in certain cases. Large ulcers 
in several cases of nodular leprosy healed rapidly, and 
considerable improvement was observed in many cases of 
Boeck’s sarcoid, both with regard to the rash and the 
general condition. Permanent freedom from. symptoms 
occurred in some cases, and in those which relapsed 
renewal of the treatment was followed by improvement. 
The action of antileprol on cases of lupus erythematosus 
was often, but not invariably, rapidly followed by a recur- 
rence of the disease. The benefits in certain tuberculous 
lesions of the skin were not so marked as to warrant much 
enthusiasm. Among eight cases of mycosis fungoides 
there was one in which a permanent cure was effected. 
In nearly all the other cases there was a change in the 
character of this disease, large and widely distributed 
swellings giving place to desquamating slightly infiltrated 
patches of skin. The results were encouraging in 
pemphigus. The author confesses to complete ignorance 
of the mode of action of antileprol ; the marked eosino- 
philia observed when this treatment was first introduced 
may well have been due to small pulmonary emboli 
resulting from the intravenous injection of undiluted oil 
or a too coarse emulsion of it. This complication has dis- 
appeared since fine emulsions have been injected. The 
intravenous route seems to be preferable to the intra- 
muscular ; and when the emulsion injected was so fine that 
the globules of oil were no larger than red corpuscles the 
potency of the drug seemed to be enormously enhanced. 
In some cases there was a focal reaction, the patients 
experiencing a sensation of stabbing and pricking in their 
lesions directly after an injection. 


MOVEMENTS OF THE DIGESTIVE TRACT 
CINE-RADIOGRAPHIC RECORDS 


Dr. J. RUSSELL REYNOLDS, in a Hunterian Lecture de- 
livered at the Royal College of Surgeons on January 20, 
described some of the results which he has obtained by 
taking cinematograph pictures of an x-ray screen while 
a liquid barium meal was passing through the oesophagus, 
stomach, and small intestine of a patient. 

His apparatus consisted of a 16 mm. cinematograph 
camera with a special Zeiss lens, and an ordinary diag- 
nostic x-ray outfit with special screen. The current in 
the tube is cut off by a synchronizing switch. Radiologists 
have always recognized that a good cinematographic 
record of x-ray appearances would be invaluable, but the 
problem has only recently been solved for practical pur- 
poses by this combination of apparatus. In physiological 
investigations, explained Dr. Reynolds, it is rarely neces- 
Sary to expose more than a few feet of film to obtain 
several consecutive cycles of movement in a given organ. 
Positive prints are taken and the ends are joined to make 
an endless band, which can be run through the projector 
indefinitely until the picture has been thoroughly studied. 
Much more can be learnt from this record than from a 
screen examination. 


The oesophagus, he pointed out, appeared to be 
narrowed in three places: where it was constricted by 
the inferior constrictor muscle of the pharynx, where it 
was crossed by the left bronchus. and where it passed 
through the diaphragm. Liquid food was projected to 
the back of the mouth by means of an upward and 
backward movement of the tongue. The stimulus from 
this sensitive area caused the suprahyoid and associated 
muscles to draw up the hyoid and the rest of the pharynx 
which was attached to it. The hyoid was rotated about 
a lateral axis and the food was jerked, probably by the 
back of the tongue, into the pharynx, which was waiting 
to receive it. The larynx was closed by the epiglottis. 
The liquid then passed rapidly down, clinging to the sides 
of the oesophagus, which seemed to be dilated to receive 
it. It descended under the influence of gravity and not 
by means of a peristaltic wave. At the thoracic inlet the 
food was held up either by a constriction caused by the 
crossing of the left bronchus or by a weak sphincter 
formed where the voluntary musculature joined the in- 
voluntary. The food collected here in the form of a 
cone until it was allowed to enter the lower part of 
the oesophagus. 


When the barium meal reached the intrathoracic 
sphincter it might act in one of three ways. Under the 
influence of gravity it might descend continuously in a 
thin stream and be held up at the cardiac sphincter. The 
oesophagus then filled up like a test tube until the pressure 
of food was sufficient to open the cardia, when all the 
food entered the stomach at cnce through the narrowed 
orifice in the diaphragm. The barium passed down the 
posterior wall and had a horizontal upper level. The 
food might also progress in this way with the addition 
at intervals of gushes of fluid, which, passing rapidly down 
by gravity, entered the stomach directly without any delay 
at the cardia. This must be due to the intrathoracic 
sphincter’s giving way at intervals and allowing all the 
collected fluid to escape in a rush, which would more 
probably happen if the constriction were due to a weak 
sphincter. The third way in which the liquid might behave 
was to pass into the stomach in a constant thin stream 
under the influence of gravity. The constriction at the 
thoracic inlet must then be allowing it to escape at a 
constant rate—a more likely occurrence if the constriction 
were purely mechanical, as that due to the crossing of the 
left bronchus. There was no delay at the cardiac orifice 
and the liquid went direct into the stomach. It appeared 
to pass mainly down the posterior wall of the oesophagus. 
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Solid food was held up at the intrathoracic sphincter 
and afterwards proceeded slowly down the oesophagus, 
not under the influence of gravity but by peristalsis. It 
passed down much more slowly than did liquid food, and 
when it reached the cardia passed straight through with 
the wave of peristaltic relaxation. Semi-solid food which 
was too thick to flow easily and yet was still liquid 
behaved in the same way. 


Filling of the Stomach 


The food, entering through the comparatively narrow 
cardiac orifice, first made its way into the upper passive 
part of the stomach, which comprised most of the fundus 
and was bounded below by a weak sphincter, which 
separated it from the more active lower part. No peri- 
Staltic contraction was seen, the organ merely dilating 
under the normal muscular tone as more food entered it. 
When the pressure reached a certain height the sphincter 
relaxed and the food fell into the second portion, moving 
along the greater and not the lesser curvature. As soon 
as the second part was distended with focd peristalsis was 
set up and the food was forced along to the third or 
pyloric part. The contraction of the muscle during peri- 
Stalsis caused a rise in pressure in the second part, and 
the food was momentarily regurgitated into the first part. 
The remainder was carried along to the third part, the 
general contraction of which forced it into the duodenum. 
This process took place very rapidly in a stomach which 
had gocd tone. In one of the films the emulsion went 
through the duodenum within twenty minutes of being 
swallowed, and could be seen passing into the jejunum 
while the rest of it was still entering the stomach or 
proceeding from the first to the second part. 

The normal stomach might be broadly divided into two 
main types—the tonic and the hypotonic. The first type 
was vigorous in its action, was usually associated with 
hyperchlorhydria, and lay high in the abdomen. The 
second type was sluggish in its action, was often associated 
with hypochlorhydria and anaemia, and lay low in the 
pelvis. The first part of the stomach acted only as a 
reservoir. The second, starting at the sphincter, merged 
into the third or pyloric part. Peristaltic movement began 
as soon as it was distended with food and carried the 
food into the third part, where a general contraction took 
place in all directions and forced the meal through the 
narrow pylorus into the ducdenal tract. In the hypotonic 
stomach these three stages were not so well shown, but 
the passivity of the first part and the generalized con- 
traction of the third seemed to be invariable. Whether 
the second part underwent peristalsis was not so clear. 
The fact that in a tonic stomach the food passed direct 
into the duodenum might be connected not only with the 
more vigorous movement but also with the acid-alkali 
balance between the stomach and the duodenum. Possibly 
the change in character of the movement depended on the 
different arrangements of the muscular coats of the differ- 
ent parts of the stomach. In the first there were many 
oblique fibres and few circular. In the second the circular 
fibres were more numerous, and it was here that peri- 
stalsis started. In the third the circular coat was very 
thick, and some of the longitudinal fibres were interlaced 
with it. This would allow a generalized contraction. 

The passage of food through the ducdenum did not 
synchronize with the time of its escape from the stomach. 
This might be because the circular muscle fibres of the 
stomach were not continuous with those of the duodenum, 
and only a few longitudinal fibres, which were not so 
concerned with peristalsis, passed between the two organs. 
When a tonic stomach was distended with food very little 
mixing with the gastric juice or digestion or absorption 
of any kind could occur. Moreover, the food was hurried 
so rapidly through the duodenum that it could be little 
mixed or digested there. The films, however, showed an 
insoluble and unappetizing emulsion of barium and not 
congenial ordinary food. 


Reaction of the Stomach to a Meal 


Both tonic and hypotonic stomachs contracted vigorously 
when they were suddenly distended with a large quantity 
of food. This happened, presumably, because the muscle 
fibres were stretched and reacted by contracting. After 
a short time the fibres lengthened and the organ became 
adapted to the bulk of food. As the fibres were no longer 
stretched the stimulus to contraction was no longer present. 
The second part of the hypotonic stomach became quies- 
cent early in digestion. As the food remained longer in 
the stomach it could be better mixed with the gastric juice. 
In a tonic stomach food would still be rapidly passing 
through the duodenum twenty minutes after it had been 
taken. This mechanism would help to account for the 
digestive trouble caused by taking meals hurriedly: the 
stomach musculature, having no time to adapt itself to 
the bulk, responded by forcing the food out through the 
pylorus before it was sufficiently mixed with gastric juice. 
The part of both types of stomach that remained active 
longest was the pyloric end, but finally it did not allow 
enough barium through the pylorus to cast a shadow. 

The relaxation of the abdominal wall allowed the coils 
of jejunum and ileum to come forward and settle down 
in the pelvis. They could then no longer support the 
stomach and it fell, except the extreme pyloric portion, 
which was kept in position by its attachment to the 
duodenum. Gastroptosis, by kinking the stomach and 
forming a deep pool in which food might collect, could 
delay and prevent proper gastric digestion. Moreover, the 
blood supply might be hindered by pressure on the vessels, 
In the intestine the emulsion became diluted and spread 
out, and it was difficult to get clear pictures of the coils. 
It moved rapidly, round by peristalsis. 











MEINICKE’S REACTION 

H. Saethre and A. Bretteville-Jensen (Nord. med. 
Tidskr., August 8, 1936, p. 1259) report from the 
psychiatric department of the Ullevaal Hospital in Oslo 
the results of comparative studies of Meimicke’s (M.K.R. II 
=Meinicke’s Klirungs-Reaktion II) and Wassermann’s 
reactions carried out on 700 cexsecutive patients between 
February | and November 1, 1935. In all the fifty-six 
cases in which the Wassermann was positive, M.K.R.II 
was also positive. There were altogether 109 cases 
(15.5 per cent.) in which this latter reaction was positive, 
whereas the incidence of positive Wassermanns was only 
7.58 per cent. In as many as forty-five of the fifty-three 
patieats showing a positive M.K.R.II and a_ negative 
Wassermann there was either a definite history of syphilis 
or some reliable sign of it. In all the fifty-three cases 
in which the evidence of the two reacticns clashed, new 
samples of sera were submitted to a second Wassermann 
test, which was undertaken by persons knowing that the 
M.K.R. IL was positive. In spite of this inducement to 
reverse the Wassermann verdict, it was as negative as 
before except in two cases. In one the reaction was 
faintly positive, in the other it was strongly so. As for 
the eight cases in which M.K.R.II was positive but the 
Wassermann and the clinical evidence were negative, 
some may perhaps be considered as definitely non- 
syphilitic, and the frequency with which M.K.R.II gives 
misleading evidence of syphilis with a non-specific positive 
reaction may be put at between 0.5 and 1 per cent. In 
the authors’ material were twenty-five patients who, 
though they had suffered from syphilis, gave negative 
reactions to both tests. On account of the simplicity, 
cheapness, and comparative sensitiveness of M.K.R. Il 
the authors warmly recommend it, particularly for pro- 
vincial hospitals and asylums not equipped for the 
Wassermann test. Though their comparison of the two 
reactions is unflattering to Wassermann’s, they see no 
likelihood of its being discarded in the near future in view 
of the solidity of the international basis on which it rests. 
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EXPERIMENTAL AND LABORATORY TRAINING IN 
MEDICAL EDUCATION 


The value of experimental and laboratory training in 
medical education was debated at a meeting of the 
Medical Society of London on January 25, Sir WILLIAM 
WILLCOX presiding. 

Dr. JoHN BEATTIE defined the aim of experimental 
training as the inculcation of the experimental method, 
whereas laboratory training Was a training in technique 
and use of methcds. The vocational value to the medical 
student of a training in the experimental method, 
altogether apart from the factual content of the sciences 
using the method, had been the subject of various 
comment. John Hunter wrote to Jenner, “ Dont think : 
try.” Astley Cooper paraphrased it: “First observe, 
then think.” Claude Bernard expanded it further: 
“ Think, observe, try, and think.” Huxley described the 
scientific method as trained common sense. Laboratory 
training, on the other hand, was directed to enabling the 
worker to use methods which ensured accuracy under 
known conditions. A distinction must be drawn between 
the intrinsic value of the subject-matter of a science and 
the educational value of that science. No one would 
challenge the intrinsic value of Greek literature and 
philosophy and its influence on modern civilization and 
modern methods of thought, but the value of a classical 
education to the average schoolboy was quite a different 
thing. Too often were a dozen schoolboys sacrificed on 
the altar of classical education which was of real educa- 
tional value to only one of them. 

It was only by inculcating at an early age the true 
scientific method that education by things and not by 
books could be obtained. Medical education now began— 
unfortunately, he thought—in the secondary and public 
schools, where the preliminary sciences were taught, with 
great damage often to the experimental outlook of the 
students. Training in the experimental sciences was 
much more than an acquisition of facts. It was infinitely 
better that a student should arrive at a natural law, such 
as Boyle’s law, by the use of direct experiment in the 
laboratory than by the teaching of the law by lecture or 
textbook. When the student went to the medical school 
there were five chances to one that he did not know how 
to learn, and certainly ten chances to one that he did not 
know how to think ; yet during his first two years in the 
school he was presented with a cold deuche of facts to 
chill his enthusiasm, make him doubt his ability to Jearn, 
and leave him scarcely time to think. He had only too 
often seen a student, when told to make a drawing of a 
microscope slide, proceed to put in the drawing structures 
which definitely were not in the slide, but which his 
textbook had told him ought to be there. 


In the anatomy school, for example, too often the 
students were lectured to in such a way that their curiosity 
and inquiry into the facts of anatomy were stifled, and 
their interest, instead of being directed forwards so that 
their training was a real training in observation and not 
only a memorizing of facts, was directed backwards, 
retarding the development of the scientific method of 
thought, which was so satisfying a part of a man’s mental 
equipment. With the wealth of material in anatomical 
laboratories it should certainly be possible to lead the 
Student away from considering his final examination the 
ultimate object of his course and to train him in manipu- 
lative technique, accurate observation, and logical deduc- 
tion, which the average student so badly needed. 


Scientific Education of the Doctor 


On the value of the experimental method (Dr. Beattie 
continued) there had been a great deal of confused 


thinking. Oliver Wendell Holmes in 1867 at Harvard 
said that if a man had got plenty of common sense the 
more science he had the worse for his patients. But 
what he really meant was surely to commend the scientific 
doctor (vide Huxley’s definition above quoted) and to 
condemn the man whose factual knowledge, which Holmes 
confused with science, was extensive’ while his outlook 
was unscientific. The successful education of the doctor 
depended on the emphasis laid on the method and spirit 
of science rather than on the subject of the science itself. 
The principle “do it yourself” was the real method of 
training. 

The methods of the diagnostician were essentially 
those employed in procuring all scientific data—namely, 
accurate observation, with experiment if necessary, and 
consequent logical deduction. Clinicians often remarked 
that what was needed more than anything else in the 
education of the medical student was experience, implying 
some mysterious added sense. Experience was only 
obtained by continuous training in accurate observation 
and deduction which furnished the ability to reach a 
conclusion by a short cut not immediately apparent to 
a beginner. Valuable experience could only be obtained 
by the careful, painstaking methods of the scientific 
observer, the personal acquisition of knowledge, not by 
the second-hand method of books and lectures. In 
teaching medical students it was important for them to 
obtain their knowledge for themselves instead of having 
their path smoothed by an increased number of lectures, 
demonstrations, and clinics. The supervision of the 
student by telling him what to do, to a certain extent 
how to do it, but not what to find, was the best procedure. 
It had been said that it was a disgrace to a university to 
appoint a man as a professor because he was a good 
teacher; it was only investigators who could give 
university instruction. 

Dr. Beattie concluded by comparing British and 
American methods of medical education, on the whole 
to the advantage of the former, and added that there 
seemed to be no historic or modern reason why the 
scientific method in the approach to medicine should be 
called in question. If the purpose of the medical schools 
was to turn out efficient practitioners, that was only 
another way of saying that they must be expert scientific 
investigators. 

A Dual Curriculum ? 


Professor J. A. RyYLeE said that no one despised the 
importance of experimental and laboratory training, but 
the relative merits of laboratory and bedside teaching 
might reasonably be reviewed. Was the training which 
was suitable for the intending practitioner equally suit- 
able for the intending medical scientist (the pathologist, 
physiologist, biochemist, and so forth)? A friend of his, 
a pathologist, had said that there might have to be devised 
two curricula to meet these (in a measure) conflicting 
requirements. It had now become customary for students 
to do their preliminary scientific work at school, with the 
result that they were to some extent compelled to become 
specialists from the age of 16. The education was often 
cramming rather than training. They were given a 
certain number of facts to learn, they had to follow a 
syllabus and get up those facts in order to get through 
the examination, but that was not providing them with 
a proper introduction to the experimental or observational 
method. 

After this came three or more years devoted to anatomy, 
physiology, histology, and introductions to biochemistry 
and pathology, so that for four years the life of the 
medical student was devoted to laboratory studies before 
there was any contact with a patient or a clinical problem. 

There were certain advantages in this training—an 
insistence on the importance of accuracy, a training in 
the use of tools such as the microscope, an introduction 
to the scientific attitude. But this introduction had 
largely to do with books and classes, lectures and set 
demonstrations, and as a rule little time was given to 
actual experiment, little encouragement to any sort of 
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philosophical appraisement of the experimental method 
itself, an insufficient attempt to bring home to the student 
the essential unities of physiology and pathology. Experi- 
ments were staged, tools were set, and the result was 
expected even if not always achieved, but there was no 
real effort to encourage the experimental or observational 
attitude of mind. 

Among students there were various types. There was 
the naturalist type, the inquisitive, observing boy, who 
might survive this kind of education; but he was a rare 
type on the whole, and the majority were unobservant, 
any observing power which they had had as small children 
having been eliminated by the set teaching of the schools. 
Another type who succeeded he could best picture as a 
Scotsman, a man of common sense, who, however much 
or little of science he had picked up, understood the lights 
and shades of a clinical problem, and had good judge- 
ment, logic, and humanity in handling his patient. He, 
too, in spite of his education, would be a success, but he 
was not the commonest type in the medical school. A 
third type was the distinguished student, first-class in his 
pre-clinical work, but often quite a failure in the ward, 
slow in the development of clinical sense, clumsy or 
irrational in his therapeutic suggestions, having looked 
too long through microscopes or relied too much on 
calorimetric standards or chemical reactions; and finding 
it difficult to believe that conclusions could be drawn by 
the crude methods, as he thought them, of clinical assay. 
He had difficulty in accepting anything not measurable 
by millimetres, with ‘the result that a discontent with 
clinical medicine was engendered. But these types did 
not make up the majority, and the average student 
muddled through his pre-clinical course, entered the wards, 
and there gradually obtained a reorientation of his mind 
and acquired the clinical knack. 


The Study of Human Biology 


Laboratory education started so early and continued so 
long (said Professor Ryle) that it postponed observational 
discipline. It tended to create an unduly specialistic mind 
in the labcratory-minded student, with boredom. or 
bewilderment in face of clinical problems. He had 
dipped recently into the Collected Papers of Hughlings 
Jackson and found him insisting in one of his lectures 
that every case presented was a fact or an experiment of 
nature, and the experiments could be carried backwards 
to their beginning or forwards to their conclusion. What- 
ever branch of medicine ultimately claimed the student 
he was a student of human biology. The biology of man 
in health and disease in every aspect was the student’s 
subject, and it was the business of the teacher by every 
means to stimulate his interest in it. He thought all were 
agreed that far too heavy a demand was made on the 
student in the matter of memorizing anatomy, and there 
was probably too great a local or personal bias in the 
teaching of physiology. 

As for the suggestion that there should be a double 
curriculum to meet the needs of the practitioner on the 
one hand and the medical scientist on the other, the 
question was whether the present curriculum included 
less than the practitioner required or less than the scientist 
required. In the courses for the Oxford, Cambridge, and 
London degrees he believed the provision was adequate 
for the scientist, but the bulk of the subjects in the 
framework could be reduced. Why not greater choice 
of subjects, some selection of subjects within the general 
framework of physiology and anatomy, which would, of 
course, necessitate more frequent alternative questions 
at examination? But how did a man know what his 
destiny would be until he had been through the wards 
for a year or two? That was the strongest argument 
against a double curriculum. He could not feel that the 
time had come for such dichotomy. No specialization in 
any branch of human biology should be permitted with- 
out a full pre-clinical and clinical graduate training. 
Finally the speaker stressed the need for more intimate 
co-operation between the pre-clinical and clinical teachers. 








The Grammar of Scientific Method 


Professor G, GREY TURNER emphasized the importance 
of teaching the principles of the experimental method 
from the earliest period of the student’s career. What 
was So necessary was the inculcation of the grammar of 
the scientific method, not so much what was to be learned 
from the application of such methods as the application 
of them, so that when, at a later stage, the medical student 
came into contact with actual clinical problems he would 
know better how to approach them. From the earliest 
stage the student ought to be made to understand that 
research was not necessarily the finding out of something 
new, but the finding out of something for himself. He 
had supposed that in that discussion a good deal would 


‘be heard about the importance of animal experiment. 


Valuable as that method was, and more important as it 
was becoming, it must be remembered that a great many 
of the advances in medicine (using the word in its widest 
sense) had come from observations made on human 
beings. He deprecated the tendency to educate the 
medical student in watertight compartments. It was the 
co-ordination of subjects that was so extremely important. 
He felt strongly that the experimental method should 
become more ordinary in medicine, more a routine and 
everyday event, and then when something had to be 
settled in connexion with a natural problem in the manage- 
ment of disease the problem could be solved there and 
then by appealing to the laboratory. He used to think 
there were types of students, as Professor Ryle suggested, 
more suited to one thing than to another, but he believed 
now that the supposed differences were largely a response 
to environment and could be modified. 

Dr. R. A. YOuNG said that medical education was really 
only one aspect of general education, which was rather 
in the melting pot at the present time. He had always 
wondered why a child who asked questions began with 
‘““ Why,” whereas a student began with “ What,” and after 
he had been taught a few things asked “ How.” What 
he had tried to do in teaching was to inculcate not a 
sceptical but an inquiring attitude of mind. A _ student 
should be told that because he was taught a certain thing, 
and because it had a certain authority behind it, it was 
not necessarily true. All great advances had been made 
by questioning what had previously been accepted. It 
would be a good thing for medicine if “ Research” with 
the capital “R” could be deleted from the vocabulary 
and replaced by “investigation.” Every doctor who 
investigated a difficult case was doing valuable research. 
Medicine as a science was a branch of biology, and there- 
fore all biological science was of interest and value to 
the student of medicine. Science could ascend to the 
transcendental, but it had in its relation to humanity to 
be applied, and medicine in practice was an applied science 
and therefore an art. He endorsed the importance of 
taking the student to the bedside as soon as possible. 
There he would realize the value of the methods he had 
learned in the laboratory. Another thing from which they 
suffered at the present time was over-specialization. It 
could not be helped, the public demanded it, but it was 
desirable to have a certain number of people in the 
teaching schools who were capable of a general con- 
spectus of the whole curriculum and of teaching the 
student the relative value of the different specialties. 


A False Antithesis 


Dr. C. M. WILSON said that at the medical schools an 
endeavour was made to turn out men with a certain 
habit of thought which was called the scientific mind. 
If they could all agree on that it would not be difficult 
to make out a case for the laboratory, but a false anti- 
thesis had grown up between the clinician and the man of 
science. A man of science was not one who used certain 
instruments in certain places; it was not the instrument 
(which merely sharpened observation) but the man’s 
mental processes that made him the scientist. Such a man 
was committed by the way he was made and by his 
training to a critical scrutiny of facts. He was cautious 
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and guarded, having put aside prejudices and preconcep- 
tions, and this was the attitude of mind which it was the 
first duty of the medical school to foster. Laboratory 
training helped to this end because it was primarily the 
place where tentative hypotheses were put to the test. A 
man working in a laboratory was initiated into the nature 
of evidence, and there was nothing else in the practice of 
his calling that was quite so important to him. But this 
was not the only educational value of a laboratory train- 
ing. Long ago Priestley put his finger on the essence of 
science teaching when he said that in this manner the 
interest and curiosity and surprise of youth were kindled. 
The two main functions of a medical school were to 
sharpen the students’ powers of observation and to train 
them to gather the results together as a general conclusion 
or diagnosis—in a word, to teach them the habit of 
inductive reasoning—and a laboratory was an admirable 
school for both. Any youthful intelligence that was alert 
was fascinated by experimental inquiry, which, in 
Bertrand Russell’s phrase, “is perhaps the most godlike 
thing men do.” 

Colonel A. H. Proctor expressed the view that the 
medical student got very little of the experimental method 
in his education to-day. He saw a Jot of experiments, 
made a lot of observations, but the experimental method 
as he understood it was left out of the bill. It was a 
method whereby, on a _ certain’ phenomenon being 
observed, a certain experiment under controlled condi- 
tions was made in order to test a hypothetical explanation. 
The student was usually told the explanation long before 
he had made the experiment. A good deal more might 
be done for the medical student in his earlier years in 
encouraging him to observe certain phenomena and devise 
experiments to explain them. 


General Discussion 


Dr. JOHN FREEMAN said that the trouble with the medical 
schools was that everybody who taught was a specialist, 
and it was assumed that every student was going to be 
a specialist too. He had remarked to a student, ‘ What 
you want is to get a general view of this. Don't bother 
about the permutations of the micro-organisms,” and at 
once more than one man said, “* But that would have Jost 
us our last examination.” Men were being crammed 
with stuff they could not possibly want in general practice. 
Dr. GorpDoN W. GoopuarT said that the idea of a second 
curriculum was new to him. There were not two 
distinct kinds of workers in medicine, but he thought 
there were bound to be two different kinds of people or 
people with two different attitudes of mind. On the one 
hand there were people whose primary aim was the study 
of disease, and on the other those who, like the great 
clinicians of the past and present, were not engaged in 
the study of disease but of the patient. He could not 
agree to the suggested dichotomy, and he illustrated his 
contention by a reference to pathology. When he himself 
as a student went into a pathological laboratory he was 
told by his chief that if he wanted to-do any good in 
pathology he must give up any interest in clinical 
medicine, an attitude of mind which he thought wholly 
wrong. 

Dr. LionEL WuitsBy said that the doctor must have 
a fundamental basis of fact before he could attempt to 
be an experimentalist. It was of no use presenting the 
Student with a complicated experiment and asking him to 
interpret the result unless he had some fundamental facts 
On which to base his experiment. The student must not 
e expected to run before he could walk. He was not 
really fit to be a true experimenter until he had passed 
through the basic part of medicine. The curriculum as 
designed at present was fundamentally sound, but the 
Student had to be trained in the same way as an army 
marched. accommodated to the slowest pace. 

Sir WrLL1AM WILLCOX commented upon the interest of 
the discussion, a particularly important one at the present 
time when the revision of the curriculum was still under 
consideration. 


COURSE AND MANAGEMENT OF CONGENITAL 
HEART DISEASE 


At a meeting of the Section of Medicine of the Royal 
Society of Medicine on January 26, Sir CHARLTON 
BRISCOE presiding, a discussion was held on the course 
and management of congenital heart disease. 


Professor BRUCE Perry, limiting his remarks to types 
of congenital cardiac defect which were compatible with 
life and recognizable clinically, said that two great diffi- 
culties were encountered in prognosis and treatment. In 
many cases it was impossible from the physical signs and 
symptoms to diagnose accurately the actual anatomical 
detects present even when assisted by radiology and 
electrocardiography. Again, the influence of cardiac 
abnormality on the patient’s life varied widely according 
to the defect present, and therefore some general classifica- 
tion based on symptoms was necessary. Maude Abbott's 
Classification into cyanotic and acyanotic was acceptable 
on a Clinical basis. The acyanotic cases needed no restric- 
tion on activity and lived normal lives, but ran the danger 
of an engrafted endocarditis. It was important, there- 
fore, to eliminate any possible source of infection ; sepsis 
in the mouth and upper respiratory tract was a potent 
cause. Again, if the position was not clearly explained 
to the parents the child might be so pampered and 
coddled as to develop a cardiac neurosis. Cases with an 
arterial-venous shunt needed the same management and 
had the same outlook as the truly acyanotic cases, with 
the exception that pulmonary disease or infection might 
be rendered more serious than it would otherwise be by 
the reversal of the shunt and the development of a severe 
cyanosis. In cyanotic cases the amount of restriction 
required was determined by the degree of cyanosis and 
symptoms. Cases which showed cyanosis at cr soon 
after birth rarely survived beyond five years. If the 
cyanosis was delayed until the child started a more active 
life at the age of 5 the child was likely to reach puberty. 
A moderate cyanosis developing at or after puberty, as 
might happen in a case of the so-called Eisenmenger 
complex, was not incompatible with a comparatively long 
even though restricted life. 


Was there any relationship between congenital heart 
disease and pulmonary tuberculosis? School children 
with a patent interventricular septum led active lives, and 
physical signs might disappear, suggesting the obliteration 
of the opening. He mentioned two cases which developed 
acute rheumatism. The other acyanotic types commonly 
found in school children—subaortic stenosis, pulmonary 
stenosis, and patent ductus arteriosus—produced no symp- 
toms, except that children with the last condition might 
be easily fatigued, possibly owing to an _ associated 
hypoplasia. His general conclusion was that cases of 
cyanotic heart disease should lead restricted lives, the 
degree of restriction depending on the severity of the 
cyanosis and other symptoms. 


Possibility of Survival 


Dr. TERENCE East said that from a general point of 
view the division of the cases into cyanotic and acyanotic 
was of considerable practical value. The presence of 
cyanosis depended upon two fundamentally important 
causes—namely, the hindrance of access of the blood to 
the lungs and the presence of a right-left shunt, allowing 
the unoxygenated blood to return into circulation. The 
grade of cyanosis was a fair indication of the importance 
of the part that either or both of these factors were play- 
ing. Atresia of the pulmonary artery was the extreme 
example of the first of these factors. In some cases the 
blood reached the lungs through a patent ductus. In a 
case in which he did the necropsy the ductus was closed 
and the blocd reached the lungs by very large bronchial 
arteries; there was a large hole in the septum of the 
ventricles. In this patient, who died at the age of 33, 
no murmur was heard. He quoted this and another case 
as instances of the possibility of survival with gross dis- 
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ability. Patients with the tetralogy of Fallot sometimes 
lived long; one of his patients was now 49, but lived a 
restricted life, while another had survived an attack of 
lobar pneumonia and was now getting married at the 
age of 33. Two others had died of pulmonary tuber- 
culosis as young adults. There was no doubt that any 
cyanotic case must lead a very restricted life, which was 
not likely to be long, though the long-lived exceptions 
offered grounds for hope. The period of active growth 
at puberty was naturally a critical time, and a lesion that 
might be tolerated in the body of a child might well be 
impossible for the adult. 

Of the acyanotic lesions patency of the interventricular 
septum seemed to be the commonest. In one of his cases 
the murmur had disappeared at about the age of 4, and 
it might be presumed that the hole had closed or the flow 
of blood through it had ceased. He imagined that the 
smallest hole made the most noise and that probably a 
very large hole made no murmur. He had noted a small 
series of fifteen cases, all in females, with a_ systolic 
murmur in the pulmonary area, usually, but not always, 
accompanied by a thrill. The pulmonary second sound 
was loud and the closure of the valves palpable. Exam- 
ination with x rays showed that the pulmonary artery 
was enlarged; there were no other abnormalities. The 
ages ranged from 7 to 52, and seven were over 35. 
Their lives were not affected, so the lesion could not be 
important, and there was no need to restrict them. In 
children the murmur was said to be confined to systole, 
but he doubted whether this was so in adults. 


Valvular Lesions 


Bicuspid aortic valves were of no importance in them- 
selves, but their liability to infection made them signifi- 
cant later on. In the more advanced years of life cases 
of aortic stenosis with fused calcareous aortic valves were 
found, and Dr. East wondered whether some of these 
started as congenital abnormalities. When the stenosis 
developed there was, of course, a strain on the left 
ventricle and the patient must be protected from over- 
exertion. Coarctation seemed to be as well tolerated as 
any congenital defect. One day the patient would prob- 
ably die as the result of it, and therefore some limitation 
of activity seemed to be indicated, in adults at any rate, 
especially as years went on and other defects were likely 
to appear. As all patients with congenital lesions of the 
heart were liable to infections, it seemed wise to try to 
control septic foci. Unfortunately the infection crept in 
insidiously, possibly starting as an apparently trivial bout 
of influenza. Special care was needed for these patients 
in any mild febrile attack. The question of pregnancy 
might sometimes arise. There did not seem to be any 
contraindication in patent ductus. A patient with a patent 
septum wouid probably be safe, provided there was no 
enlargement of the heart. If there were, some risk of a 
right-left shunt in the later stages might be encountered. 
He imagined that a cyanotic case should not run the risk 
of pregnancy. 

Persons with congenital heart lesions were occasionally 
proposed for life assurance. An acyanotic case, patent 
septum or patent ductus, might be accepted if the lesion 
were perfectly tolerated. A heavy load should be im- 
posed to cover the risk of infection, and acceptance only 
recommended for a limited term of years, not exceeding, 
say, forty. The acyanotic lesions were evidently well 
borne in youth, but so were acquired lesions very often. 
In the adult body the defect was apt to cause more 
trouble. In any large group of children with heart lesions 
the congenital variety turned up fairly often. In adults 
one got the impression that they were seen far less fre- 
quently, and by the age of 40 they were rare. In his 
view special care was needed in any case of congenital 
heart disease to protect the patient from infection. As 
regards activity, acyanotic cases could usually do a good 
deal, but should be guarded from the extreme forms of 
exertion. 
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Observations on School Children 


Dr. C. Muir mentioned observations on school children, 
including some below and some above school age. In 
the very young—that is, pre-school age—it was extremely 
difficult, if not impossible, to make out any anatomical 
defect, or even to say whether an infant who was quite 
non-cyanotic might not later pass into a definite cyanotic 
condition. He and his colleagues thought they had been 
able to confirm the disappearance of physical signs on 
two occasions. In one case a systolic thrill and bruit 
which had been observed over a period of seven years 
had gradually disappeared entirely. Infective endocarditis 
seemed to be mcre common with patent ductus than 
in Roger’s disease. The activity of one case of patent 
ductus was greatly restricted by severe pain, characteristic- 
ally anginal in preduction and distribution. The absence 
of symptoms in the presence of well-marked signs was a 
feature of cases of subaortic stenosis. In his series of 
children there had been four deaths; one of these was 
from pulmonary tuberculosis and two from _ infective 
endocarditis; the fourth death took place suddenly 
during cycling. 

Dr. J. W. BROWN said that in a total group of 291 con- 
genital heart cases there were fifty-seven (19 per cent.) 
with cyanosis. He felt that not all the cases in this 
group were seen at the clinic, for a certain number were 
kept permanently from school or were inmates of other 
institutions. His impression was that the cyanotic child 
was at least equal in intelligence to his normal fellow, 
and it was a great mistake to place the children in 
special schools with the mentally defective and backward. 
The children should be encouraged -to go to ordinary 
schools, even if only part-time. Clinical experience sug- 
gested a revision of ideas of prognosis in this group. The 
cases might survive much longer than was generally sup- 
posed, and the degree of cyanosis presented remained 
strikingly constant. The infectious diseases of childhood, 
such as measles and whooping-cough, figured largely in 
the history of these children, and scarlet fever appeared 
to be a specially dangerous complication. Tuberculosis 
had also occurred in several members of the group. 
Examination had always included regular weighing and 
measuring, and only a small percentage were below the 
average height and weight. Pregnancy had occurred in 
one member of the group—a woman with the tetralogy 
of Fallot. Labour was induced. She had had _ two 
pregnancies since and suffered no harm. Supervision of 
an effective and friendly nature was the most desirable 
factor in the management of these cases. He thought the 
work of the clinics had done something to dispel the air 
of fatality which surrounded this group, and many of the 
child patients had been much happier since they had been 
allowed to take some part, small though it might be, in 
school activities. 

Dr. Evasw BEDFORD said the question might be raised 
as to what it was from which the majority of these 
patients died. It was extremely rare to see congestive 
failure in congenital heart disease. In his experience the 
patients died either from intercurrent disease or added 
infective endocarditis, or sometimes from ccarctation or 
rupture. In one group of cases, those with patent inter- 
auricular septum, the patients had no symptoms at birth 
and were scarcely ever diagnosed as having heart trouble 
until they reached puberty. The radiological picture was 
rather characteristic. It was one of the few congenital 
lesions in which the heart reached very large dimensions. 
In the tetralogy of Fallot one rarely saw a heart wider 
than the normal. Aturicular fibrillation was not common, 
and these patients died frequently of congestive heart 
failure. Dr. GIBSON raised the question whether boys in 
the acyanotic group should be allowed to take part in 
competitive athletics. Dr. LEONARD FINDLAY spoke of the 
difficulty of recognizing congenital heart disease. Numbers 
of children had a basal systolic murmur which disap- 
peared as they got older; he looked upon these cases as 
functional. 
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RUPTURE OF THE UTERUS 


A meeting of the North of England Obstetrical and 
Gynaecological Society was heid in the University, 
Liverpool, on December 11, 1936, with the president, 
Dr. RUTH NICHOLSON, in the chair. Dr. D. C. RACKER 
(Manchester) read a short paper on ruptured uterus, 
including notes on three cases treated recently in St. 
Mary's Hospital, Manchester. 

In all three cases the technique carried out had been the 
same—namely, supravaginal hysterectomy combined with 
blogd transfusion and gum-saline infusion by the continuous 
drip method. One patient had been in the hospital since just 
before labour began. Diagnosis was made immediately after 
rupture, and he had at once opened the abdomen and per- 
formed a supravaginal hysterectomy. In the two other cases 
the uterus had ruptured before admission, and one patient 
was almost moribund on arrival after a long journey. In no 
case had there been previous Caesarean section, but all had 
had difficult deliveries before. Two patients recovered com- 
pletely after a rather stormy convalescence; the third, who 
had been so ill on admission, died eight hours after opera- 
tion. The anaesthetic employed was nitrous oxide and oxygen 
in One case. morphine and local (novutox) in another, and 
ether in the third. 


Dr. Racker drew attention to the fact that the incidence 
of rupture of the uterus was not decreasing, but rather 
increasing, in comparison with thirty years previously. 
This could not be attributed to the increased frequency 
of Caesarean section, since the figures for rupture 
through an apparently normal uterus were not diminish- 
ing. The aetiology of the condition was briefly surveyed, 
with special stress on the various causes of rupture 
through an apparently normal uterus. The speaker 
thought that in these cases there had probably been some 
previous trauma to the uterus, even a partial or incom- 
plete tear which had passed unnoticed. He therefore 
emphasized the importance of a thorough intra-uterine 
examination following all difficult instrumental or manipu- 
lative deliveries. In regard to treatment he felt sure 
that the method of choice in all cases, with the possible 
exception of small incomplete tears, was a supravaginal 
hysterectomy. In old Caesarean scar ruptures from the 
point of view of the patient's condition it might be 
better to quickly suture the torn edges; this, however, 
should be followed later by sterilization. He felt very 
strongly that no patient who had had a ruptured uterus 
should be allowed to become pregnant again. Dr. 
Racker thought that treatment per vaginam had no place 
apart from small incomplete tears. Intra-uterine tam- 
ponage had always given extremely poor results. Extrac- 
tion of the child, if the presenting part was low, followed 
by operation, although tempting, should be resisted. It 
might increase the haemorrhage very alarmingly, bring 
intestine or other viscera down with it, enlarge the tear, 
and greatly lengthen the time before operative treatment 
could be instituted. Figures from the literature were 
quoted to show how the mortality following ruptured 
uterus suddenly decreased in about 1900 with the intro- 
duction of hysterectomy as a method of treatment: 
before this nearly all cases were fatal. At the present 
time the mortality was still alarmingly high—about 25 to 
40 per cent. in various clinics. The prognosis depended 
chiefly on two factors: first, the interval between the 
accident and operation, early diagnosis and prompt treat- 
ment being the keynotes of success; and, secondly, the 
amount of bleeding, whether the placental site had 
suffered or a large vessel had been torn. In a large 
number of cases, provided that there had been no vaginal 
Manipulations, the bleeding might be surprisingly little, 
even where the foetus was lying free in the abdominal 
cavity. The third most important factor was probably 
Sepsis ; this might be immediate or remote, and ranged 
from peritonitis and pelvic abscess to thrombosis and 
emboli, subphrenic abscess, and empyema. Most patients 
had a somewhat stormy convalescence, but with suitable 








treatment they 
condition. 


Mr. A. A. GEMMELL (Liverpool) gave details of a case 
which he had attended recently. The patient was 
admitted to hospital after “ failed forceps”; it was found 
necessary to perform Caesarean section, and after removal 
of the child a vertical tear was seen in the posterior 
wall of the uterus. This was sutured, and after a some- 
what: stormy convalescence the patient recovered. Dr. 
RHODA ADAMSON (Leeds) thought that trauma at a pre- 
vious jconfinement was not necessary as an aetiological 
factor; She recalled a case of an 8-para who had had 
easy confinements previously but who during the first 
stage of labour had ruptured the uterus as a result of 
turning suddenly from her back on to her side. She 
died within ten minutes, and at post-mortem examination 
a large uterine tear was found. Dr. BripE (Manchester) 
recalied a case of rupture where the uterus was infantile 
in type. Dr. GERRARD (Manchester) supported Dr. 
Racker’s contention that previous trauma was an impor- 
tant aetiological factor. He pointed out that spontaneous 
rupture in a primigravida was a rarity. 


Labour Obstructed by Pelvic Kidney 


Mr. T. N. A. JEFFCOATE (Liverpool) reported an un- 
usual case of obstructed labour. 


The patient, aged 26, was first seen at the thirty-sixth 
week of her sixth pregnancy. She had had one previous 
abortion and four previous labours; of these last the first 
three had been normal, but the fourth. in 1932, had been 
difficult and necessitated forceps delivery. When first seen 
her general health appeared excellent, but on rcutine ante- 
natal examination a cystic swelling was found tehind and 
slightly to the left of the uterus. The exact limits and size 
of this swelling were difficult to define, but there seemed to 
be no doubt that it was an ovarian cvst which was below the 
presenting head and was almost certain to obstruct labour. 
The previous history of labours increasing ir difficulty 
supported the diagnosis. She was admitted to hospital and 
allowed to go into labour spontaneously on June 30, 1934. 
After being in labour eight hours the cervix was two fingers 
dilated, the membranes had ruptured, and the head was high 
above the cystic swelling. Lower segment Caesarean section 
was performed under general anaesthesia, and a living female 
child weighing 7 lb. 4 oz. was delivered. The uterus having 
been sutured the pelvis and abdomen were explored. and the 
operator was horrified to find no tumour. The uterus was 
unicornuate, and there was no appendage on the left side. 
A little thickening beside the pelvic colon was noted, but 
nothing to account for the obstructed labour. The placenta 
had been situated rather low down on the left wall of the 
uterus, and it was concluded that the sensation of a cystic 
swelling must have been produced either by the placenta or 
by a sacculation of the malformed uterus. The puerperium 
was uneventful except for mild pyelitis associated with a 
slight rise of temperature on the fourth to ninth days. This 
responded quickly to treatment with alkalis. Careful bi- 
manual examination one month after operation revealed no 
abnormal physical signs, and Mr. Jeffcoate failed to excuse 
himself on any grounds for what he thought to be a gross 
error in diagnosis. 


The patient was next seen in October. 1935, when she was 
pregnant again, the last menstrual period being possibly 
May 19. On examination the uterus was found to be 
enlarged to the size of an eighteen weeks pregnancy, and 
no unusual physical signs could be detected on vaginal 
examination. However, she was observed closely and with 
great interest and examined repeatedly. At the thirtieth to 
thirty-second week of pregnancy the “tumour” again made 
its appearance, and became more obvious as pregnancy 
advanced. The case was discussed with a number of 
colleagues: all agreed that the correct treatment was to 
institute trial labour again, but they were unabie to suggest 
the pathological nature of the condition. At the thirty-fifth 
week the presenting head was high, and pus and albumin 
appeared in the urine. This onset of urinary infection was 
not surprising in view of her previous attack of pyelitis in 
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the puerperium and the well-known likelihood of a recurrence 
of this condition. She was admitted to hospital for treatment, 
but was fairly well except for occasional headache, slight 
rise in blood pressure (150/80), and a little oedema. She 
received treatment with urinary antiseptics, and was kept on 
a low protein diet, but the albuminuria and pyuria persisted 
to some extent until the onset of labour. On March 14, 
1936, labour commenced ; after twelve hours the cervix was 
three fingers dilated and drawn up, and the membranes had 
ruptured, the presenting head lying above a very obvious 
cystic swelling. The patient’s temperature then suddenly rose 
to 100.6° F. and her pulse rate became rapid (118). Dr. 
A. A. Gemmell saw the patient at this time and agreed that 
Caesarean section must be performed. A lower segment 
operation was performed under spinal anaesthesia. However, 
instead of opening the uterus before exploring the pelvis, 
as on the first occasion, a hand was passed down to the left 
of the head and a very obvious retroperitoneal tumour was 
discovered, about the size of a Jaffa orange. A living male 
child (6 lb. 2 oz.) was delivered by the usual technique, and, 
having sutured the uterus, the operator proceeded to investigate 
the tumour more fully. To his surprise, once again it had 
disappeared. However, on very careful palpation an indefinite 
soft mass, partly fluctuant, was discovered running down beside 
the pelvic colon. He realized the risk of haemorrhage in 
attempting to deal with pelvic tumours at the time of 
Caesarean section, but in view of the temperature decided 
that in this case a further exploration was necessary. There 
was no true broad ligament on the left side, but the 
peritoneum was incised and dissection was made by finger 
only. The tumour was easily separated from its connexions, 
but it burst just before its removal, and very offensive 
yellowish fluid escaped. Care was taken to avoid clamping 
or cutting, since it was obvious the ureter must be very close. 
At one stage a strand of tissue appeared and, in view of the 
possibility of its being the ureter, it was examined closely 
between two fingers; during this process it broke, and the 
surgeon became quite certain that it could not be the ureter, 
which is usually resistant. At no time was a single vessel 
of any size seen, nor was any bleeding point tied. The tumour 
having been removed there was now a cavity extending retro- 
peritoneally down to within two inches of the perineum. This 
repeatedly filled with blood, which oozed from all sides. No 
attempt to find bleeding points was made, but the cavity was 
at once packed with ten yards of 12-inch gauze. The abdomen 
was closed with tube drainage, and the patient left the theatre 
in good condition. Convalescence was a little stormy, and 
the patient suffered some distension. The chief difficulty was 
the removal of the gauze, which had two knots in its con- 
tinuity. It was gradually removed in the course of forty- 
eight hours, gas-anad-air analgesia being used for the removal 
of each portion. The wound broke down partly, but the 
lochia remained inoffensive. The temperature was never 
higher than 101.5° F., and by the eighteenth day the wound 
was practically healed, the temperature and pulse normal, and 
the patient feeling well. She was discharged from hospital 
on the fortieth day. 


Before opening the tumour it was fixed in formalin. 
It was examined carefully forty-eight hours after opera- 
tion and was surprisingly found to be a kidney. All 
renal tissue had been destroyed and it had been converted 
into a pyonephrosis, but its shape and histological appear- 
ance made the diagnosis certain. The strand of tissue 
which broke was, in reality, an atrophied ureter. In 
view of the diagnosis a self-retaining catheter was kept 
in the bladder for one week, but there was never any 
discharge of urine from the abdominal wound. The 
solution of the mystery was now clear. This true pelvic 
kidney was sufficiently small to allow spontaneous par- 
turition until it became hydronephrotic. At the time of 
the first Caesarean section the hydronephrosis collapsed 
during the delivery of the foetal head, and the cyst 
therefore seemed to disappear. By the time of the 
second Caesarean section a pyonephrosis had formed ; 
even then it had partly collapsed during delivery of the 
head, and, but for the fact that the tumour had been 
investigated before incision of the uterus, it might have 
escaped notice a second time. 


RUPTURE OF THE UTERUS 
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Professor H. BriGcGs (Liverpool) thought that an inter- 
esting feature of the case was the association of pelvic 
kidney and unicornuate uterus, the pelvic kidney being 
on the side of the missing horn. Professor MILES 
PuHILLIps (Sheffield) had encountered two similar cases. 
In one the hydronephrotic kidney had been pushed up, 
and labour had been completed by natural forces. The 
other had been treated by Caesarean section. 





CONGENITAL CYSTIC DISEASE OF THE LUNG 


At a meeting of the Liverpool Medical Institution on 
January 21, with the president, Mr. G. C. E. Simpson, 
in the chair, Dr. A. Apams read a paper on congenital 
cystic disease of the lungs. 

Dr. Adams said that before 1935 few cases had been 
reported, but since then a considerable number. There 
was no evidence of increased incidence, and it was more 
probable that improved radiological technique and inter- 
pretation and greater interest in chest surgery had led 
to the recognition of more cases. Two patients had 
recently been admitted to the Liverpool Sanatorium and 
diagnosed as suffering from congenital cystic disease of 
the lung. One was a boy of 6 on whom a lobectomy was 
performed by Mr. John T. Morrison with satisfactory 
results. Radiographs showing the condition of the lung at 
the ages of 34, 5, and again at 6 years (immediately before 
Operation) were compared, and attention was drawn to 
the absence of progressive changes such as would be 
expected in infective conditions ; the gross specimen, with 
photographs and photomicrographs, was also demon- 
strated. The other patient, a man of 38, had a collapsed 
right lower lobe—or, more probably, accessory right lower 
lobe—which showed well a multiple cystic condition occu- 
pying the whole lobe; the other lobes were normal. 
After a brief survey of the subject Dr. Adams concluded 
that the condition would be better called “ telangiectatic 
bronchiectasis”; that it was more common than _ the 
literature suggested ; that it was due to intra-uterine mal- 
formation or infection, or to early extra-uterine infection ; 
that the gross macroscopic changes were greatly in excess 
of those suggested by the radiographs ; that progress was 
slow and radiographs taken over long periods revealed 
little advance; that symptoms, where not caused by 
mechanical interference, were due to secondary infections 
of the cysts; and that surgery offered the best prospect 
of cure. 

Mr. F. RONALD EpDwarbs said that one must go further 
back than the extra-uterine infection theory in considering 
the aetiology of congenital cystic disease of the lung. 
The most simple explanation was that it was a purely 
congenital condition due to lack of complete haustration 
of certain bronchi or bronchioles. One could compare it 
with the haustration which occurred during the develop- 
ment of other organs—for example, the oesophagus— 
where the development might be incomplete, resulting in 
complete lack of opening or, as one saw on occasion, 
cyst formation in the area that should have become the 
organ. If these cysts were isolated then the condition 
was one of congenital cystic disease of the lungs ; if the 
cysts communicated with bronchi, as they might if a 
further stage of development was presupposed, the con- 
dition was one of congenital bronchiectasis. A further 
interesting clinical type was the non-tuberculous pul- 
monary abscess which did not clear up on drainage. 
Section:of the wall usually disclosed columnar or cubical 
epithelial cells, and these cases were usually ones of 
unsuspected congenital cysts of the lung in which suppura- 
tion had brought their presence to light. 


The Harris Operation for Prostatectomy 


A film by Mr. CHARLES WELLS, illustrating Harris’s 
technique of prostatectomy with immediate closure of the 
bladder, was shown, and a short paper by him was read 
by the PRESIDENT, Mr. Wells being absent through illness. 
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Mr. Wells said that he had, so far as he knew, been 
the first in this country to record a short series of cases 
operated upon by the Harris technique. He had, in the 
meantime, been giving an extended trial to a different 
type of operation—namely, suprapubic diathermy resection 
of the prostate—but in the past eleven months had 
returned to the Harris operation: he was satisfied that 
of all the methods so far described it offered the patient 
the shortest and most comfortable convalescence with the 
smallest post-operative risk. For the small fibrous type 
of gland he preferred the transurethral technique of 
McCarthy, but when in this type there was a large 
diverticulum it was best to do an open operation, remove 
the diverticulum, and then resect the prostate from above 
by diathermy. As was made clear in the film, Mr. Wells 
advocated spinal anaesthesia given in the lateral position 
and carefully controlled by adjusting the level of the spine 
by means of the kidney bridge. In poor risks he favoured 
an under-dose rather than an over-dose, and suggested 
that, supplementary anaesthesia with gas and oxygen 
should be administered. A full general without a spinal 
anaesthetic was contraindicated, since the Harris technique 
prolonged the operation very considerably. The film also 
showed bilateral vaso-ligaticn, and by means of the special 
lighting adopted it had been possible to illustrate quite 
adequately all the steps by which the prostatic bed was 
repaired. Mr. Wells said he now liked to use a trans- 
verse incision ; that it was his practice to test the adequacy 
of the sutures in the bladder before closing the abdominal 
wall; and that he had recently reverted to the drainage 
of the space of Retzius. 


Mr. A. KiRK WILSON noticed that in the film the 
haemostatic sutures in the rim of the prostatic cavity 
were cut short immediately they had been tied. He had 
found that oozing points between the sutures could be 
controlled if the ends were left long and tied together 
as described by Harris. Mr. Wilson favoured a rather 
longer incision, which would allow the surgeon’s hand 
to pass between the recti muscles and make enucleation 
possible without contaminating the left hand at the rectum. 
The bimanual enucleation appeared to be a retrograde 
step from the Thomson-Walker operation. In his most 
recent cases he had discontinued complete closure of the 
biadder. A small tube acted as a safety-valve, and in 
uncomplicated cases there was no contamination of the 
wound with urine. The tube could be removed on the 
fourth day, and the average time of confinement to bed 
was not prolonged more than a few days. Dr. W. B. 
BENNETT remarked that the improved technique and 
shorter convalescence would encourage any sufferer to 
submit to operation with less apprehension than in com- 
paratively recent years. 


Mr. Cossie Ross considered that the secret of success 


‘in prostatic surgery lay in the accurate selection of cases 


for the various procedures available. 
personal series of 110 cases: 


He quoted a recent 


Suprapubic prostatectomy .. a oe 


40 
Transurethral resection ae wa re 35 
Suprapubic resection .. ae a a 4 
Death before operation we aa 6 
Conservative measures 16 
Refused operation we : 2 


Prostatic enlargement associated with some more 
serious condition .. #6 a ee ree 


By conservative measures he meant the regulation of fluid 
intake and output, double micturition, controlled by occa- 
sional examination and estimation of the residual urine, 
and possibly, in some cases, the operation of Steinach II. 
Mr. Ross disagreed with primary closure of the bladder at 
the time of the operation. Harris himself, in his several 
communications, had stated that he regarded the retrigon- 
ization of the prostatic cavity as the essential feature of 
his operation, although the primary closure had invari- 
ably been the focus of interest. He emphasized the 
dangers of the serious complication known as clot reten- 
tion when a thick adherent clot spread over the base of 
the bladder and might occur in spite of the most stringent 


post-operative precautions. When it was necessary the 
same day or the day following the operation to reopen the 
bladder in order to remove this clot the patient’s chances 
were considerably lessened. Mr. Ross had the greatest 
admiration for the retrigonization of the prostatic cavity 
advocated by Harris; he practised this procedure himself, 
but considered that suction drainage with a water-suction 
pump was a reliable and infinitely safer method of con- 
ducting the post-operative treatment. With this method 
the abdominal wound was kept relatively dry until healing 
was far enough advanced for the fistula to be closed by 
strapping over the wound with elastoplast. Another ob- 
jection to the primary closure of the bladder was the large 
size of the indwelling catheter required, as this was an 
occasicnal cause of meatal stricture. 





THE KIDNEY IN STARVATION 


At a pathological meeting of the Liverpool Medical Insti- 
tution on January 14, with the president, Mr. G. C. E. 
SIMPSON, in the chair, Dr. JoHN DUNCAN Hay read a paper 
on the kidney in starvation. 


Recent work had proved that fatty changes in livers 
and hearts were largely, perhaps entirely, the result of 
infiltration of fat. There had been no evidence of 
phanerosis. In view of these findings a series of experi- 
ments had been performed upon rabbits, in which the 
effect of starvation upon the kidneys had been investigated. 
The rabbits had been starved for seven days and then 
killed. The kidneys had been examined histologically for 
fat, and a chemical estimation had also been made of the 
percentage of fat in them and of its iodine value. The 
kidneys of a control series of unstarved rabbits had been 
similarly investigated. The histological examination in the 
starved series had demonstrated large amounts of fat in 
the kidneys, mainly in Henle’s tubules. The fat had been 
isotropic. The chemical percentage of fat had been 
raised. The close relationship between this and the amount 
of fat seen in the secticns proved that the fatty changes 
were largely due to infiltration. An estimation of the 
degree of adiposity of the animals had been made by 
weighing the intra-abdominal fat deposits. The close 
relationship between the amounts of fat in the kidneys, 
estimated chemically and visually, and the degree of 
adiposity of the animals proved that the amount of fatty 
change in the kidney in starvation depended on the amount 
of fat available in the rest of the body for mobilization 
and transport to the kidneys. The results of the iodine 
value estimations were inconclusive. They did not sup- 
port the conclusions drawn from the other findings, but 
were not considered seriously to invalidate them. 


Dr. R. T. CHApwick remarked that in reference to 
the observation that fatty infiltration took place in starva- 
tion rabbits only when the animals were originally well 
supplied with fat stores he had noted that the post-mortem 
examination of the liver and kidneys of children dying 
from unrelieved pyloric stenosis showed that no trace of 
fatty infiltration could be found, whereas fatty infiltration 
was very marked in the same places in children dying 
from unrelieved intestinal obstruction. The child in this 
instance was usually very well nourished. 


Dr. Hewer said that the views about the origin of 
the fat which appeared in the tissues in “ fatty change ” 
were in accord with necropsy findings in many cases. 
He had recently examined the bodies of two persons dying 
from uncontrolled haemorrhage: one was an obese woman 
who had had ante-partum haemorrhage for four days 
and the other an emaciated man who had lost blood from 
a gastric ulcer. The organs in the case of the woman 
(who had abundant fat deposits) were heavily infiltrated 
with fat, while those of the man showed only a trace. 
There was no doubt that at least a high proportion of 
the visible fat in “ fatty change” was derived by mobil- 
ization from the fat deposits. 
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INTRACAPSULAR FRACTURES OF FEMUR 


At a meeting of the Ulster Medical Society at the Whitla 
Medical Institute, Belfast, on January 14 Mr. S. T. IRwin, 
with the aid of a series of fifty lantern slides, sketched 
the development of the modern operative treatment of 
fracture of the neck of the femur. He began by indicating 
that of the three types ofthis fracture that in the middle 
of the neck was the one most suitable for operative treat- 
ment. The subcapital fracture and the fracture at the 
base of the neck were frequently followed by spontaneous 
cure, and in any case the subcapital one was not suitable 
for Operative treatment because of the shortness of the 
proximal fragment. The old idea that fractures of the 
neck, in contrast with fractures of the great trochanter, 
only occurred in old age was shown to be false. In 
Smith-Petersen’s original list of twenty-four fractures 
fifteen occurred in patients under the age of 60, an age 
incidence also recorded by Noordenbos from Holland. 

Ever since the introduction of modern surgery tentative 
methods had been suggested for dealing with a fracture 
in which failure of union occurred in approximately 50 per 
cent. of cases dealt with conservatively. Many of these 
methods failed because the conditions necessary for success 
were absent. For success the following conditions, 
applicable to fractures in general, should be fulfilled: 
(1) complete reduction of the tracture ; (2) accurate apposi- 
tion of the fragments ; and (3) maintenance of appesition 
until bone formation had become firmly established. 
Nails, wires, screws, ivory and ox-bone pegs, and auto- 
genous bone grafts were the materials used. It was only 
when the triradiate nail was discovered by Smith-Petersen 
that all the foregoing essentials became relatively easily 
attained. Its advantages were that it held the fragments 
firmly together, prevented rotation, and, when made of 
stainless steel, it did not lead to necrosis of bony sub- 
stance, upon which union’ subsequently depended. 
Noordenbos of Amsterdam was the only prominent 
authority on this subject who still used fibular grafts in 
preference to the Smith-Petersen nail. Since 1931, when 
Smith-Petersen’s original paper was published, the use of 
the nail had been almost universal, modifications centring 
round the technique of its introduction. The main object 
in its variation had been to introduce the nail without the 
necessity for the relatively big operation suggested by 
Smith-Petersen, and in this way to widen the age limits 
to include the older patients. The use of a guide wire 
of the Kirschner gauge was suggested simultaneously in 
1932 by Johanssen of Oslo and King of Melbourne. Both 
these operators, by using x-ray films, introduced one or 
several wires to determine beforehand the correct align- 
ment of the nail; they then, with a special hollow nail 
following the course of the guide wire, drove the nail into 
position and impacted the fragments. Reports of the 
occurrence of accidental bending of the wires and other 
complications led to the adoption of Wires of a heavier 
calibre. This alteration was first suggested by Watson 
Jones, who, however, reverted to an open type of opera- 
tion. Recently Hey Groves had devised an ingenious 
instrument for introducing the guide. This did away with 
the necessity for an x-ray film in the lateral plane and 
had shortened the duration of the operation to quite 
reasonable limits. Mr. Irwin’s first slides illustrated the 
treatment of this fracture by tibial bone grafts and by 
grafts derived from the great trochanter and shaft of 
femur, as suggested by Ellis Jones. In the main, how- 
ever, the cases shown were treated by the use of the 
triradiate nail introduced by the Johanssen or King tech- 
nique. The recent cases were examples of the method 
and apparatus of Hey Groves. 


Treatment of Squint 


Dr. BEATRICE LYNN read a paper on “ Recent Advances 
in the Treatment of Squint,” the purpose of the com- 
munication being to advocate the establishment of a squint 
centre, where amblyopic eyes could be trained to see, the 





fusion faculty be developed, and normal muscle balance 
be restored by muscle training alone or combined with 
operation. The centre would be supplied with clinical 
material by the eye departments of the general hospitals, 
the training being carried out by skilled technicians work- 
ing under the oculists. Four classes of squint were de- 
scribed ; three of these were amenable to treatment, the 
fourth consisting of cases of ocular lesions or cases 
resisting a fair trial. A case was considered as cured 
when there was good sight in each eye, when the visual 
axes were parallel, and single binocular vision was 
obtained. The average period of training was from three 
to six months, and judging from the figures provided by 
established centres an optimistic view might be taken, 
75 per cent. of favourable cases ending in complete cure. 





Local News 











ENGLAND AND WALES 


Maternal Mortality in London 


During 1936 the deaths registered from puerperal sepsis 
and other accidents and diseases of childbirth in the county 
of London numbered 115, or 1.76 per 1,000, registered live 
births as against 139, or 2.21, respectively in 1935. This 
is the crude death rate, based on the registration figures 
divided by the estimated population. The corrected death 
rate, in which the deaths of non-Londoners are excluded 
and which will not be known for some months, should not 
exceed 2.08 per 1,000 live births, as compared with a 
corrected rate of 2.58 for 1935. The crude maternal mor- 
tality rate given above is the lowest crude rate recorded 
in London. The crude birth rate in 1936 was 15.8 as 
against 14.9 in 1935, the crude death rate 12.4 as com- 
pared with 11.2, and the infant mortality 57 per 1,000 
births as against 51 in 1935. There were 541 deaths from 
street acc.denis in London in 1936 as compared with 531 
in 1935, but the figure represents a large reduction on 
that for the years 1931-4. 


Additional General Hospital for South London 


The appropriation of the hospitals of the London 
County Council as municipal hospitals, the importance 
and modernization so far effected, and the wider public 
knowledge of the municipal hospital service has led to a 
steadily increasing demand for treatment. During the last 
five years the annual admissions at the eight acute hos- 
pitals south of the Thames have risen from 51,149 to 
60,600. Births in the general hospitals as a whole have 
increased from 9,508 in 1931 to 15,375 in 1935. The 
accommodation at all the acute general hospitals south of 
the Thames has for prolonged periods and for several 
years past been subject to extreme pressure. These big 
periods of pressure occur during the winter months, mainly 
in the first quarter of each year, and accommodation must 
be available to meet these maximum needs, notwithstand- 
ing that at other times the call for beds may be con- 
siderably less. A new ward block of 129 beds at St. 
Nicholas’s Hospital, Plumstead, has lately been erected, 
and it is proposed to erect a new ward block of seventy 
beds at Lambeth Hospital, while additional provision for 
the chronic sick will result from conversion and improve- 
ment works at other institutions. If, however, the demand 
for admissions in the Council’s general hospitals continues 
to increase as expected further accommodation beyond 
that at present contemplated will be required. In South 
London the problem is urgent in view of the period that 
must elapse between the inception and the completion of 
any scheme for dealing with it. The extent of the need, 
to meet which preliminary steps should be taken, is diffi- 
cult to assess with precision. Large numbers of the com- 














~e 


1¢ 


il 


SiS 
Ly 
ve 
11S 


ith 
ed 
ot 


ore 
led 


m- 
00 
m 
31 
on 


jon 
1ce 
ylic 
ya 
ast 
Os- 

to 
ave 
The 


ral 
big 
nly 
ust 
nd- 
on- 


ed, 
nty 
for 
ve- 
and 
ues 
ond 
uth 
hat 
of 
sed, 
iffi- 
om- 














Fes. 6, 1937 


ENGLAND AND WALES 


Tue BRITISH 295 
MEDICAL JOURNAL 





munity who never sought admission to ‘hospital in the 
past will undoubtedly turn to the Council’s hospitals in 
the future. The removal of the repressive taint of the 
Poor Law and the policy of progressive improvement in 
every direction in the Council’s hospitals have raised the 
status of the municipal hospitals service, so that there is 
a Steadily increasing demand for admission. Moreover, 
the constant advance of medical science has necessitated 
the concentration of expensive equipment in large hos- 
pitals, because that is the only method of placing adequate 
means of diagnosis and treatment at the disposal of 
patients. The Hospitals and Medical Service Committee 
is Of opinion that provision should be made in a new 
scheme for a possible 500 beds. The site in South London 
on which a new hospital could be provided—namely, on 
vacant land within the curtilage of St. Benedict’s Hospital, 
Tooting—is in the Council’s possession. It is in the area 
covered by the metropolitan boroughs of Wandsworth 
and Battersea, at present served by St. James's Hospital, 
the section of South London in which there is the most 
urgent need for additional beds. The site would offer 
adequate grounds for exercise and other amenities. In 
view of the urgency of the matter and the fact that several 
years must elapse before the premises can be ready for 
occupation, it is considered that immediate steps should 
be taken to prepare details and estimates of costs. 


Public Health Notes on Milk 


The desirability of instructing health visitors and mem- 
bers of the Iccal health committee has led Dr. C. M. 
Smith, deputy county medical officer for Durham, to 
compile a short memorandum on milk. The difference 
between “clean” and “safe” milk is clearly defined, and 
the importance of both these attributes in a public milk 
supply is duly stressed. The danger of drinking raw 
milk is illustrated by the fact that of 531 cows examined 
in the county during 1936 no fewer than 44.25 per cent. 
reacted positively to the tuberculin test. This incidence of 
tuberculous infection was reflected in the frequency of 
tubercle bacilli in the milk supply. Of 313 samples of 
ordinary raw milk exposed for sale during 1935, 4.8 per 
cent., and of 405 samples of “ accredited ” milk examined 
presumably during 1936 3 per cent., were found to con- 
tain tubercle bacilli. The Durham County education 
authority recommends that the order of selecticn of milk 
supplied under the milk-in-schools scheme should be 
(1) tuberculin-tested milk ; (2) pasteurized milk, having a 
pre-pasteurization standard of cleanliness equivalent to the 
accredited standard ; (3) accredited milk. The wisdom of 
preferring tuberculin-tested to pasteurized milk is perhaps 
open to question. 


Queen Charlotte’s Maternity Hospital 


The clinical report of Queen Charlotte’s Maternity Hos- 
pital for 1935 states that 2,487 patients were treated in the 
wards, this number comprising 2,277. booked cases and 
210 emergencies. The rates of maternal morbidity were 
4.4 and 14.7 per cent. respectively, the rate for the whole 
hospital being 5.4 per cent. The total number of maternal 
deaths was nine, six of which occurred in emergency 
cases. A short summary is given of the history of each 
case. Of the booked cases one patient died from obstetric 
shock following manual removal of the placenta, and one 
from acute heart failure following normal delivery ; in a 
third case refusal of a post-mortem precluded an exact 
diagnosis, and death was attributed to either mesenteric 
thrombosis or the perforation of a hollow viscus. Sum- 
maries are also given of six special cases, including one of 
hydatidiform degeneration in the placenta, and one of 
double uterus with fibroids causing obstruction. There were 
forty-one foetal abnormalities. One foetus had webbed 
fingers and toes, another an accessory nipple ; the mother 
in this case had eight accessory nipples. The list also 
includes several cases of anencephaly, hydrocephalus, and 
spina bifida. Of multiple births fifty-six cases of twins 
are recorded, and none of triplets. One mother, aged 41, 


produced twins weighing respectively 7 lb. 7 oz. and 8 Ib. 
6 oz. The infant mortality in this series of multiple 
births was 14.5 per cent. 


Nomenclature of Mental Hospitals 


What used to be known as “lunatic asylums” have, 
since the passing of the Mental Treatment Act, 1930, been 
officially styled mental hospitals. For the purpose of 
correspondence with the public and for everyday use the 
Mental Hospitals Committee of the London County 
Council thinks it expedient that the word “ mental ” should 
cease to be used obtrusively, and this omission is therefore 
proposed from the ordinary designation of the institutions 
which are still “ mental hospitals” for all statutory pur- 
poses. The establishment on the Horton estate at Epsom, 
which used to be known as the Ewell Colony and since 
1931 has been called Ewell Mental Hospital, is in process 
of being enlarged in such a way as to fit it particularly 
for the treatment of recoverable cases of mental disorder. 
many of them as voluntary patients. A new name is 
thought desirable for this institution, and it is proposed 
that its ordinary designation should be “St. Ebba’s 
Hospital.” 





SCOTLAND 


New Students’ Union at Edinburgh 
At a meeting of Edinburgh University Court on January 


_25 an offer was received from the University Grants 
‘Committee of a non-recurrent capital grant of £15,000 


towards the cost of a students’ union at the King’s 
Building of the University. The new union will be for the 
use of men and women students attending the science 
classes and laboratories which are held at the King’s 
Building in West Mains Road, and will not affect the 
present students’ union in Park Place. The total cost of 
the building, exclusive of furnishings, is estimated at 
£20,000, and it will include a refectory and a gymnasium. 
The Court accepted the Grants Committee’s offer, which 
involves the raising from other sources within two years 
of a sum amounting to at least £7,000, while a further sum 
for endowment will probably be necessary. 


At the same meeting various external examiners for 
degrees were appointed. Dr. James M. Webster, lecturer 
in forensic medicine at Sheffield University, was appointed 
examiner in forensic medicine. Dr. Webster has also been 
appointed to take charge of a new forensic science 
laboratory designed to serve the police forces in the West 
Midlands of England which is being established in 
Birmingham by the Home Office. Dr. Webster, who is 
a native of Perthshire, graduated M.B., Ch.B. at St. 
Andrews University in 1923 and took the F.R.C.S.Ed. in 
1926. He was previously lecturer in anatomy at the 
National University of Wales, Cardiff. 


National Scottish Food Policy 


Sir John Boyd Orr, director of the Rowett Institute for 
Research in Animal Nutrition at Aberdeen, speaking at 
a meeting in Glasgow on January 26, said that the average 
health and physique to-day was much better than it was 
before the war, but it might still be improved if a diet 
adequate for health was enjoyed by every family. There 
had been much discussion as to what constituted a dict 
adequate for health. In 1935 the League of Nations had 
appointed an International Committee of Physiologists to 
define the kind of diet which would contain everything 
required for health. The committee recommended thai 
the diet for a child from 5 to 7 years of age should include 
one and three-quarter pints of milk, one egg, one ounce of 
fish, meat, or cheese, four ounces of green vegetables, six 
ounces of potato and other root vegetables, and some raw 
fruit cr vegetable. This supplied one-half of the total 
amount of food needed daily, and contained all the 
vitamins, minerals, and protein that were necessary ; the 
other half could be made up from cheaper foods such 
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as fat, bread, or oatmeal. All the available evidence, the 
speaker continued, indicated that deficiency diseases like 
rickets would disappear, and that infant mortality rates 
would be reduced to less than cne-half of what they were 
at present if every family in the country enjoyed a diet 
on such standards. Public health departments were doing 
much to improve the diet of the poor by providing free 
or cheap meals in necessitous cases, and this helped to 
prevent the grossest forms of malnutrition. A further step 
in the right direction was the milk-in-schools scheme, 
which provided a third of a pint of milk for one half- 
penny, but the amount required by the children was a pint 
and a half daily. National schemes concerning food had 
unfortunately been dominated by economic interests, and 
this was largely due to ignorance of the extent to which the 
health of the nation could be improved by better feeding. 
The Government could not move in advance of public 
opinion, and what was most needed at the present time 
was further enlightenment of the public. The country 
had now dealt with education, and there was a national 
scheme designed to provide a decent house for every 
family, but the next great social reform should be a 
national food policy to make a diet adequate for health 
available to every family. Increased preduction in this 
country of foodstuffs needed to bring diets up to the 
required standard would bring prosperity to agriculture 
and the retail food trade, as well as furnish the permanent 
national asset of improved health and physique. 


Consultant Physician for Highlands and Islands 


The Public Health Committee of the Ross-shire County 
Council at a meeting on January 26 discussed the pro- 
posal to appoint a consultant physician at the Royal 
Northern Infirmary, Inverness, for the benefit of the High- 
land communities. It is proposed that such a consultant 
should be appointed to have charge of twenty beds in the 
Royal Northern Infirmary, Inverness, and should be allowed 
to carry Gn private consulting practice. It was stated 
that there are four or five expert physicians in Inverness 
whose services could be obtained, but the present sugges- 
tion is that the various county councils should contribute 
to the salary of a consultant on the basis of the number 
of patients from the respective counties who had been 
treated in the Infirmary during the past five years. The 
Ross-shire Public Health Committee had been sympathetic 
towards the proposal, but it withdrew from the scheme 
because the Island of Lewis was not to be included, and 
this amounted to cutting off a large part of Ross-shire. It 
was ultimately agreed that if Lewis was included in the 
scheme the Ross-shire Public Health Committee would 
reconsider its attitude, which at present was one of 
disapproval. 

Edinburgh Royal Infirmary 


At the annual meeting of the Court of Contributors 
to the Royal Infirmary of Edinburgh Sir Thomas Whitson, 
referring to the annual report of the institution (sum- 
marized in the Journal of January 9), said that it was 
expected that arrangements would be made to have fee- 
paying patients in a particular ward. Meantime the 
Board was taking all the facts into consideration, and it 
wanted to find out how contributory schemes worked in 
England. A subcommittee had been appointed to go into 
the question, but he could not as yet give any idea of 
what the Board’s final decision would be. The recently 
opened new department for venereal and dermatological 
diseases had set free certain other wards, of which one 
would be used to provide beds for accidents and 
emergencies, while another, after reconstruction, would 
be used for orthopaedic cases. Another ward would be 
set free for less urgent cases such as hernia, haemorrhoids, 
etc., which constituted a large proportion of the waiting 
list, while still another ward would be reconstructed for 
neurological surgical cases. The managers were tackling 
the question of bringing the radiological department up 
to date. The school of dietetics had now completed its 
second year with great success. 











Correspondence 














Cancer of the Breast 


Sir,—We owe to Mr. Geoffrey Keynes the first pro- 
longed experiment in the treatment of breast cancer by 
radium alone, but his letter (Journal, January 30, p. 242) 
makes claims for the hospital he adorns which are too 
large to be defensible. He says: “Radium technique 
has not stood still since it began to be developed at 
St. Bartholomew's about twelve years ago and its value 
and limitations in cancer of the breast began to be fairly 
clear.” 

It is now thirty years since I worked out in detail the 
mode of spread of breast cancer by evidence which has 
never been controverted. No pathologist since has had 
the patience to adopt those “ microscopical methods on a 
macroscopic scale’? which are necessary for such work. 
The operation based on my findings has met with an 
acceptance which is world-wide, as Mr. Cecil Rowntree 
(January 23, p. 153) generously recognizes, and has almost 
abolished local and abdominal recurrence. I] soon found, 
however, that frequent late thoracic recurrence cannot 
be prevented by any operation, however rational and 
complete. I was able to prove that the internal mammary 
glands, which are in practice inaccessible to operation, are 
invaded at about the same time as the axillary glands. 
Enlarged axillary glands, which are present at the time of 
operation in a large percentage of cases, indicate infection 
of the internal mammary glands. It followed that in very 
many cases the disease is already, at the time of operation, 
an intrathoracic disease. 

It appeared to me logical to deal with the extra- 
thoracic disease by operation, and to employ radiation 
from radium tubes introduced at the time of operation 
to deal with the intrathoracic extensions in the internal 
mammary glands. This has been my routine practice for 
sixteen years, and is still. It has abolished the recurrences 
at the inner end of the upper intercostal spaces, which are 
still frequent in the practice of some surgeons, as they 
were formerly in my own. It has raised my non-recur- 
rence rate at the end of three years from 47 to 57 per 
cent. No more could be expected in view of the tragic 
delays to which women with lumps in the breast still 
subject themselves. 

How, then, does Mr. Keynes maintain that radium 
technique “ began to be developed at St. Bartholomew’s 
twelve years ago”’? Four years earlier I had assigned to 
radium its own special place as a routine adjunct to 
operation, to deal with deposits beyond the reach of the 
knife. That place it unassailably holds, but Mr. Keynes’s 
gallant attempt to make it do all the work must, I think, 
be held to have failed, even though, in the distribution of 
his tubes, he has had the advantage of Middlesex Hospital 
pathological work to guide him. Even in his practised 
hands radium has given no better results than surgery, as 
he admits, and his letter rather suggests that he is abandon- 
ing the use of radium alone for a combination of radium 
with “ very conservative ” surgery. 

I do not wish to decry “radium alone.” It is very 
useful for inoperable cases. and for growths at the 
periphery of the breast. These are valuable extensions of 
the role I had assigned to radium in breast cancer sixteen 
years ago. It may be offered as a slightly speculative 
alternative to the radical operation with intrathoracic 
radium, which in my view still represents the gilt-edged 
investment in breast-cancer therapy. ‘“ Radium alone” is 
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followed by a trying period of uncertainty, and perhaps 
after all by an operation. Whereas recurrence after 
radium alone is often an early local recurrence, obvious 
to the patient herself, and a cause of pain and disability, 
recurrence after the radical operation plus radium is rarely 
local. It is generally late, and the patient lives an ordinary 
life and is free from pain and from the consciousness of 
disease until within a short period of the end.—I am, etc., 


London, W.1, Feb. 1. W. SAMPSON HANDLEY. 


Sir,—I have read Mr. Cecil Rowntree’s excellent paper 
(Journal, January 23, p. 153) on the treatment of cancer 
of the breast with considerable interest. It is full of 
common sense, and it sums up the present position of 
therapy in this disease with remarkable judgement. It 
has stimulated me to put forward the following 
questions : 

1. Is there any reasonable ground for expecting a cure or 
any increase of control of cancer if x rays of the same wave 
tength as radium are obtainable? Are the results of radium 
therapy sufficiently satisfactory to justify this assumption? 

2. The principle of the short-wave therapy—* deep x rays” 
—-is the delivery of a maximum dese at a _ predetermined 
depth. Is the method, therefore, applicable in prophylactic 
treatment? It must be assumed that malignant cells can be 
present in any tissue from the skin downwards. Deep therapy 
is not the best form of radiation for treating superficial 
recurrences. The success of low-voltage methods, such as that 
devised by Chaoul, is proof of this. 

3. Is the psychological objection to pre-operative treatment 
a really serious one except in the case of a few highly 
temperamental patients? The possibility of reducing the 
size and activity of a growth before surgical intervention is 
surely a matter of the utmost importance, 

4. Why is it that the importance of preventing the forma- 
tion of metastases is but seldom mentioned in articles on 
cancer? In carcinoma of the breast the primary growth but 
rarely destroys the patient—metastases do all the killing. 

5. Have we any evidence that suggests that secondary 
deposits are less frequent after the destruction of the primary 
growth by x rays or radium than after the removal by 
operation? 


In cancer I consider radium and x rays should be 
looked upon as palliative agents rather than as a means 
of cure. Too much stress is laid upon the possibility of 
“cure’’-—how can we know what is a cure when the disease 
may recur after twenty years?—-and too little upon relief 
of symptoms and prolongation of useful life-—I am, etc., 


London, W.1, Jan. 28. S. GILBERT SCOTT. 


Sir,—If anything stated in my lecture on cancer of the 
breast (Journal, January 23, p. 153) gave the impression 
that I have found the use of radium unsatisfactory 
in the treatment of breast cancer I am grateful to Mr. 
Geoffrey Keynes for affording me the opportunity of 
emphasizing the fact that my disappointment with radium 
as the method of choice for early carcinoma of the breast 
is purely relative. 

One hoped that interstitial radium had provided us 
with a method of avoiding operation altogether, and I 
shall await with the greatest interest Mr. Keynes’s 
promised figures in the hope that his combination of 
radium and conservative surgery may show improvement 
in the period of survival without recurrence, as compared 
with the results of radical operation—I am, etc., 


London, W.1, Feb. 1. CECIL ROWNTREE. 


‘* Rachi-resistance ” and Spinal Anaesthesia 


Sir,—In their article “Rachi-resistance and Spinal 
Anaesthesia” Dr. W. R. Black and Mr. G. A. Bagot 
Walters naively record that “the term ‘ rachi-resistance ” 
has no exact counterpart in the English language,” and 
“after a thorough search of the available literature we are 
unable to find a reference to it in the English language. 
... I can assure them that this state of affairs is not due 
to any lack of knowledge of the ideas put forward many 
years ago by Sebrechts, so that the obvious implication 
is that the majority of spinal anaesthetists in this country 
are not convinced that such a condition as he described 
exists. 

In the sense in which Sebrechts and the present authors 
use the term it means a peculiar idiosyncrasy which 
renders the nerve roots of certain individuals insensitive 
cr resistant to the action of anaesthetic solutions; the 
conception definitely excludes any anatomical or patho- 
logical variations which might prevent the solution from 
reaching the roots in sufficient concentration to produce 
anaesthesia. Everyone has had failures with spinal anaes- 
thesia, and, as Black and Walters point out, the great 
majority of these are due to some technical error. They 
fail to realize, however, that even with a perfect technique 
there are yet other sources of failure than the assumed 
idiosyncrasy. A few fine adhesions in the arachnoid, an 
unusual arrangement of the dentate ligament, the dilated 


‘lower end of the theca in cases of spina bifida occulta, 


etc., may all nullify the efforts of the anaesthetist without 
assuming any rachi-resistance. The conditions I have 
mentioned all come within my personal experience ; there 
are probably many others to be excluded before we are 
justified in dragging in an idiosyncrasy as an explanation. 
In my experience of nearly 4,000 spinal anaesthetics I have 
never felt the need of rachi-resistance to explain the very 
rare failures. 

The subject is*interesting, and cne might feel tempted 
to exceed the legitimate length of a letter in argument, but 
I should like to offer some brief criticisms, which 
seem pertinent to me, of the cases quoted by Black 
and Walters. 


In one of their cases two injections of decicaine produced 
no anaesthesia, and a further injection of percaine had but ° 
a minimal effect. 1 should regard this as proof that the 
failure was due to some anatomical or pathological peculiarity 
in the theca and not to any idiosyncrasy, for it is very unlikely 
that an individual would exhibit such idiosyncrasy to two 
anaesthetics as different in their chemical constitution as deci- 
caine and percaine. Further, a subcutaneous injection of 
novocain (one would have thought that local percaine or 
decicaine would have been better suited to their purpose) 
produced normal local anaesthesia, thus proving that, in the 
case of novocain at least, the nerve fibres themselves displayed 
no idiosyncrasy. In the other case, after an initial failure with 
1.5 c.cm. of decicaine, two further injections were immediately 
made without effect, but once the first injection had for 
various reasons failed, the evidence of the two subsequent 
injections is of little value, for it is common experience that 
secondary injections are subject to uncertainty if given imme- 
diately. After the lapse of a day or two another injection 
will take effect, showing that the initial failure cannot be 
attributed to rachi-resistance. 


I will not occupy space with a discussion of the 
probable causes of these secondary failures; it is clear to 
my mind that they are not to be explained by any refer- 
ence to a hypothetical condition of inser:sitivity cr rachi- 
resistance, the existence of which I do not think has been 
established.—I am, etc., 


London, W.1, Jan. 30. Norman C. Lake. 
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Prevention of Silicosis 


Sir,—We have read with much interest Dr. G. P. 
Crowden’s article on “ Preventive Medicine in Industry ” 
in the Journal of December 5, 1936 (p. 1155), and the 
letters of Drs. Goodfellow, Craddock, and Blacktin which 
followed it. Dr. Blacktin referred to air contamination, 
and suggested that such agencies might be concerned in 
silicosis. We can, perhaps, go further than this. One of 
us (A. E. B.), in co-operation with colleagues, is at present 
engaged in investigating the subject of broncho-moniliasis 
in coal miners, and has already collected some important 
experimental data. The other (R. F.) has examined radio- 
logically the chests of a large number of haematite iron- 
ore miners in the Furness and South-West Cumberland 
areas. In their youth many of these miners were farm 
workers, and R. F. recently published a paper (Brit. J. 
Radiol., 1936, N.S., March and June, 1936) that dealt with, 
inter alia, broncho-mycosis in such farm workers. The 
similarity between the radiographs of the chests of these 
cases of broncho-mycosis and those of some of the miners 
was quite definite. R. F. accordingly made some investi- 
gations among the workers and in the mines. He isolated 
from the sputum of miners, collected with all due pre- 
cautions and before they went down “on shift,” fungi of 
the same type as those which he found in the air of 
the mine, the timber, and the ore with which these men 
were working. The radiographs of the chests of these 
“healthy” miners showed ill-defined but definite de- 
partures from the normal of the type that had been seen 
in the farm workers. 

As a result of our findings to date we feel that there 
must be at work some predisposing factor or factors 
which influence the incidence of silicosis. In a letter such 
as this it is not possible to go into detail, but we hope in 
the near future to be able to publish both clinical and 
experimenial findings supporting the hypothesis that dust 
diseases are in reality secondary to some primary ccn- 
dition, probably infective in character, which impairs the 
normal extremely effective excretory action of the cilia of 
the respiratory tract—We are, etc., 

A. E. Barcray (Oxford). 

February 1. RICHARD Fawcitt (Ulverston). 

Sir,—I am obliged to Dr. A. L. Craddock for directing 
my attention to the valuable work of Dr. Donald Hunter 
cn industrial diseases, including silicosis (Journal, January 
23rd, p. 194). In trying to visualize the manner in which 
the silica crystals damage the lining of the alveoli I have 
never pictured a violent impact like a dart from a pea- 
shooter. It is highly probable that long before the 
particles reach their journey’s end they have lost all their 
momentum. Nevertheless it is still possible that the sharp 
points of the crystals may ccntribute to the resulting 
damage. If the crystals are passive the lung itself certainly 
is not, and its movement against jagged edges or rough 
surfaces may produce an abrasive action. For my suggested 
experiment, however, it is immaterial whether the damage 
to the alveoli is due to the physical properties of silica or to 
its chemical and poisonous nature. Most authorities are 
agreed that the fatal termination of the disease is due to 
secondary infection, and that the invading germ is usually, 
but not always, the tubercle bacillus. If that is the correct 
view it follows that if we could prevent the silica wound, 
however caused, from becoming infected life would at 
least be prolonged. Hence my suggestion that breathing 
iodine vapour in an attenuated form should be tried. 

Dr. Craddock says the provision of an iodized atmo- 
sphere would be both impracticable and expensive. 








Therein he is wrong: it is quite easy. All you have to 
do is to put some solid crystalline iodine in a stoneware 
container, having all or part of its surface left unglazed. 
The opening is sealed and the iodine vapour then 
escapes through the porous walls over a long period. The 
rate of diffusion depends on the area of umglazed surface, 
the degree of porosity, and the temperature. I have ample 
evidence that an iodized atmosphere produced in this way 
is effective. Over two years ago, when I first visited the 
Clay Cross Company’s Grade A milk farm, the manager, 
Captain Cartwright, called my attention to a number of 
heifers that were being fattened for the butcher because 
of their sterility. There were eighteen in all, and for 
months they had been having an iodized mineral mixture. 
The pens and sheds were iodized by the stoneware method 
I have indicated at a cost of about 10s., and in a very 
short time fourteen of these heifers were in calf. No 
further sterility trouble has since occurred. This is by 
no means an isolated example. I am now making 
arrangements to test the same method in the case of 
barren mares. It is rather startling to be told that all 
over England and Wales on an average only about 50 per 
cent. of the mares are fertile after service. 

Last summer, in my experimental poultry pens, I reared 
in an iodized atmosphere twelve chickens whose droppings 
showed that they were affected with coccidiosis, but 
apparently without suffering any inconvenience. Two were 
removed to a non-iodized cage for a week. Both showed 
blood in the droppings and stopped growing. When 
returned to the iodized atmosphere they quickly recovered 
and grew normally. These experiments will be repeated 
and multiplied this summer. At present I am carrying out 
a big experiment with calves. It is my intention to have 
reared from birth in an iodized atmosphere 200 calves on 
Derbyshire farms without any extra expense to the 
farmers. The experiment will be continued until they 
grow to maturity and have had two or three calves of 
their own. They will be tuberculin-tested annually. 
I hope in this way to prove that calves so reared will 
resist tuberculosis. , 

If these and other experiments come up to expectation 
it is obvious that in the provision of an iodized atmosphere 
we have a new weapon with which to fight germ invasion 
and an improved means of perfecting our physiological 
development, particularly in relation to reproduction. It 
was the success that has already been attained by the use 
of this method that led me to suggest in your columns 
that it might be tried 1n silicosis —I am, etc., 


Chesterfield, Jan. 28. J. A. GOODFELLOW. 


Exanthema Subitum 


Sir,—I have recently seen several cases of exanthema 
subitum in and around London, and I am writing to in- 
quire whether small epidemics of this nature are also 
occurring in other parts of England. 

The complaint, which is chiefly confined to children 
under 2 years, is perhaps not well recognized in this 
country. The three days’ fever, subsiding suddenly with 
the advent of a rash, may prove puzzling, and has no 
doubt sometimes led to the mistaken diagnosis of measles. 
In that event measles occurring later in the same child may 
be thought to be a second attack. Very little is known 
about the cause, but cases have been reported when there 
is an epidemic of influenza, as at the moment. The cases 
I have seen have run a favourable course, as is usual in 
this disease, but caused considerable alarm during the 
height of the fever.—I am, etc., 


London, W.1, Feb. 1. BERNARD SCHLESINGER. 
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Metabolic Factor in Rheumatism 


Sir,—I was interested to read the article by Dr. R. G. 
Gordon in the Journal of December 19, 1936. I have 
always held the view that in rheumatism there is a chronic 
disturbance of metabolism with incomplete or partial 
oxidation resulting from alteration in the character and 
quantity of the blood supply, or from nerve exhaustion or 
strain of any kind. These conditions give rise to (a) per- 
sistent subnormal temperature, (b) accumulation of acid, 
(c) faulty elimination. We have now arrived at what 
might be called the “rheumatic state,’ and it can be 
seen that these metabolic disturbances can arise from both 
external and internal influences. In the former we have 
chill, exposure, climatic conditions, and infective factors ; 
and in the latter endocrine and autonomic imbalance, etc. 
These may all coexist or not; they all react on each 
other ; and the final consequences largely depend upon the 
powers of resistance of the individual. 

It is not to be assumed from this that rheumatism can 
be cured by “attacking” only either or both of these 
“indirect ” sources, and that the matter ends there. Far 
from it. It only goes to show in a small way how very 
much involved the whole subject becomes, and closer study 
convinces one that rheumatism must be regarded as a 
symptom of a disease or group of diseases, the causative 
factors of which“can only be arrived at by a process of 
exclusion. Treatment must be directed both towards the 
removal of any discoverable cause and towards the allevia- 
tion of its local manifestations, the diagnosis and classifica- 
tion of which are complicated. It is in the treatment and 
management of local manifestations that most difficulty 
arises. It is generally admitted that hydrotherapy and 
physiotherapy are the treatments par excellence, especially 
in fibrositis, but they can be applied to all forms with bene- 
ficial results. But how are these to be obtained? It is 
easy for the comparatively few who live within reasonable 
distance of spas, municipal clinics, and other institutions, 
where these facilities can be had, but what about those 
who reside far away in towns or countries where these do 
not exist, and who for eeonomic, social, and disablement 
reasons cannot travel, and are thus debarred from availing 
themseives of them? Their fate does not bear thinking 
about, and their practitioner is not to be envied. He is 
driven to trying every remedy he has heard of. He has 
no place to send his patient. 

We are told that one-sixth of the population is disabled 
by rheumatism. I think the fact that this number has 
not decreased is due more to lack of specialization and 
treatment facilities than to lack of knowledge of the 
essentials of the disease. The treatment and management 
of rheumatism is necessarily a whole-time job and should 
therefore be left to the specialist when he is available. 
It is not enough for him to diagnose and prescribe. He 
should have his own clinic, visiting and residential, with 
his particular choice of treatments concentrated in one 
centre. He can then, with the assistance of nurses, 
masseuses, etc., carry on and personally supervise his 
treatments. This has the advantage of being less 
arduous for the patient, and is, incidentally, attended with 
much better results. A fortnight or three weeks’ intensive 
treatment is the usual period, and surely this is better 
than a “jag” from the “rubber-capped bottle once a 
week for one, two, and even three years.” 

As a substitute for the baths used in the various spas 
there are pyretic and zotofoam baths, and these are very 
easily installed in any private house. Pyretic baths are 
particularly efficacious in all forms of rheumatism, and 
especially in fibrositis. It is greatly to be regretted that 


this treatment has not been better supported by the 
medical profession, for, apart from completing the equip- 
ment of the specialist, it is rational in its principle— 
I am, etc., 


Belfast, N.I., Jan. 22. MEA FRAZER. 


Angioneurotic Oedema 


Sir,—Dr. David R. Hughes’s article on this condition 
and Dr. Robert Platt’s letter tempt me to say something 
on this rare condition, because the symptoms may be 
sudden and alarming, and, attacking the larynx, may be 
fatal. 

This condition interests me because it is related to 
allergy, and, curiously enough, I have recently been 
studying both urticaria and angioneurotic oedema in some 
aberrant forms of tuberculosis which have been mistaken 
for rheumatic conditions. The truth is that these lesions, 
which may suggest a form of allergy, do occur in forms of 
tuberculosis which can only be recognized as such by the 
methods which are just beginning to be recognized—the 
specific tests discovered by Koch himself and used by me 
ever since Koch’s epoch-making discovery in 1891.— 
I am, ete., 

London, W.1, Jan. 30. W. Camac WILKINSON, M.D., 

F.R.C.P. 


Blood Group Tests in Disputed Paternity 


Sir,—I read with considerable interest the article by 
Dr. David Harley and Dr. G. Roche Lynch on the 
above subject (Journal, January 23, p. 163), as I recently 
had the privilege of seeing these tests carried out by 
Dr. Hallermann in the Medico-Legal Institute of the 
University of Berlin. I am sure that as a result of 
the increasing publicity given to the subject requests 
for such tests will sooner or later be made, and will 
tend to become more frequent. While I agree with 
Dr. Harley and Dr. Roche Lynch that the fullest 
encouragement should be given to the use of blood 
group tests, until statutory powers are obtained to compel 
submission as a necessary preliminary to any court pro- 
cedure the number of tests required will probably remain 
small. When the tests are in small numbers, and especially 
when made at infrequent intervals, certain difficulties arise. 


In order to carry out the Berlin method one must have at 
hand at least two samples of serum from each of the blood 
groups A and B, and similarly two samples of corpuscles 
from the groups A and B. This is necessary as the tests are 
made by two methods, using two different test sera and 
corpuscles in each—namely, by the test-tube method of 
Schiff and by the drop method on a porcelain tile, the surface 
of which is divided into suitable compartments. In the case 
of the infant blood is collected in a capillary tube, and in 
addition two drops of blood are placed at each end of two 
microscope slides and allowed to dry. When the serum from 
the infant is insufficient in amount the test is made by the 
slide method of Lattes, using the drops of blood on the 
slides. When large numbers of tests are made each week as 
in Berlin the constant provision of completely tested sera and 
corpuscles presents no difficulties; sera and corpuscles from 
each batch of tests are preserved and used as test sera and 
corpuscles for identifying the classical groups in the following 
batch. Sera for the groups M and N are prepared in 
Germany for the purpose. 

When the test is made only infrequently suitable sera and 
corpuscles may not be readily available. When such is the 
case one may have recourse to members of the staff for the 
necessary materials, presuming, of course, that some belong 
to the blood group B, which may not be the case unless the 
staff is large, as the group B is relatively infrequent. A more 
satisfactory method would perhaps be to make a practice of 
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typing the samples of blood received for the Wassermann tests 
each week, and to preserve sera and corpuscles from week to 
week so that adequate supplies would always be available. 
This would, however, be a rather laborious method of prepara- 
tion for a few tests. 

Another difficulty is that of maintaining a supply of the sera 
M and N. These must be specially prepared, and their 
preparation for occasional tests would be quite impracticable. 
The sera used in Berlin are prepared by the Behringwerke, and 
supplies can be obtained in this country through Bayer 
Products Ltd. These cannot be kept in stock as_ they 
deteriorate rapidly, and are useless in from one to two weeks 
after receipt. They must therefore be obtained from time to 
time as required, and only in sufficient quantities for immediate 
use. I have used these sera and have found them satisfactory. 
By their use 1 have been able to show that the order of the 
occurrence of the M and N groups in Yorkshire is the same 
as that given by Schiff for Germany and Thomsen for 
Denmark—namely, MN, M, N. 

I believe that so long as the demand for these tests 
remains small their performance could be simplified and 
made practicable if suitable sera could be issued from a 
central laboratory recognized for the purpose of preparing 
all kinds of sera used in medico-legal work. The diffi- 
culties mentioned would naturally disappear as the number 
of tests increased, as would be the case if legislation were 
introduced, but even then it would still remain advisable 
to use only M and N sera issued by a specially recognized 
laboratory. Should a demand for the tests become fre- 
quent pathologists should come to some arrangement 
among themselves as to the technique to apply, and as to 
the minimum age of the infant before which the test 
should not be undertaken. On the latter point particularly 
there seems to be considerable variation in opinion— 
I am, etc., 


Public Health Laboratory, 
Wakefield, Jan. 26. 


P. L. SUTHERLAND. 


Faints and Fits 


Sir,—Dr. A. Rae Gilchrist, in his lecture on faints and 
fits in the Journal of January 30 (p. 203), refers to 
seizures resulting from a disturbance of the autonomic 
nervous system, and describes symptoms very similar to 
those recorded by Zondek (1935) as resulting from what 
he calls hyperinsulinism. 

I have recently seen several patients giving a similar 
history, who have been found on blood examination to 
have a low blood sugar, and in each case these patients 
have consulted me on account of pyorrhoea alveolaris. 
Now I view pyorrhoea not as a disease entity but as a 
symptom of a general disturbance based upon vegetative 
imbalance ; a disturbance of sympathetic-vagal tone in 
the direction of vagus plus, associated—according to 
Kraus and Zondek—with an increase in OH over H ions 
in the body fluids (alkalosis) ; of potassium ions over the 
calcium ions in the body cell ; of thyro-adrenal deficiency ; 
and with hydration of the blood colloids. 

McDonagh, whose work on the blood colloids deserves 
greater appreciation, points out that with colloid hydration 
there comes about an increase in the adsorption of the 
blood constituents—of which sugar is one—so that they 
tend to pass from the plasma into the “ colloid complex,” 
and are therefore not available for analysis. To this 
circumstance he attributes such conditions as hypogly- 
caemia, and believes that the normal action of insulin is 
to hydrate the colloids, while that of the thyroid and 
adrenal secretions, as also that of glucose, is one of 
dehydration. In this manner we get an association of 
pyorrhoea, hypoglycaemia (hyperinsulinism), and a ten- 
dency to fainting; but none of these conditions become 
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entities, each and all being parts of one syndrome. This 
conception is strengthened by the fact that psychic stimuli 
may precipitate a fainting attack, but only in those subjects 
with definite stigmata of the particular syndrome. All are 
patients with slow pulses and low blood pressures ; many 
present allergic manifestations—dermographia is an almost 
constant sign—and all are, I believe, potential allergics. 

I treat pyorrhoea with subcutaneous injections of 
oxygen, and contramine intramuscularly; the patient’s 
anticipation of the introduction of the needle is in the 
first instance at times enough to bring about a typical 
attack of faintness, which, however, never occurs at sub- 
sequent treatments, oxygen and contramine acting as de- 
hydrators of the blood colloids more permanently than 
adrenaline. The rationale of the effect of the psychic 
(fear) stimulus is, of course, a collapse of the already 
inefficient thyro-adrenal system on the addition of an 
extra strain (Cannon and Crile). 

I submit that in the search for disease entities, through 
differentiation of signs and symptoms, scientific medicine 
suffers a disservice, and mysteries are created unneces- 
sarily. If in its place an attempt were made to correlate 
rather than to differentiate it would be found that medi- 
cine is a much more simple practice than at present 
appears, the number of essential entities being reduced 
enormously, and treatment thereby simplified ; the search 
for specific treatments would be abandoned and simple 
rational methods would become more obvious. 

In the same issue of the Journal you publish a paper 
by Dr. James L. Halliday (p. 213) on the psychological 
factors in rheumatism, thus giving two approaches to the 
study of disease as different from each other as it would 
be possible to conceive, and which can only be associated 
by some such visualization as I suggest. Dr. Halliday’s 
paper, in effect, shows that rheumatism is a symptom 
and not an entity ; that it is produced through an environ- 
mental strain upon a certain diathesis, similar in every 
way to Dr. Gilchrist’s cases of fainting, even to the 
diathesis being a result of vegetative inefficiency, which 
must be the fundamental cause of all biochemical and 
biophysical change. 

As the dermatologist is beginning to realize that urticaria 
and seborrhoea are not essentially diseases of the skin; 
as the gynaecologist is beginning to appreciate that dys- 
menorrhoea, menorrhagia, and amenorrhoea are not ex- 
clusively diseases of the uterus and the ovaries; as the 
orthopaedist is beginning to understand that arthritis is 
not primarily a disease of the joints ; as the internist now 
understands that gastric and duodenal ulcer and diabetes 
are not, fundamentally, diseases of the stomach or the 
pancreas ; the neurologist must see that migraine, epilepsy, 
and melancholia do not depend entirely upon brain dys- 
function; the laryngologist that enlarged tonsils and 
adenoid overgrowth and nasal catarrh are not diseases 
of the nose and throat ; the ophthalmologist that giaucoma 
and cataract are not primarily diseases of the eye: so 
must the dentist come to understand that dental caries 
and pyorrhoea are not diseases of the teeth. 

All these conditions are but symptoms of some general- 
ized disturbance, based upon diathesis, which means when 
sufficiently dissected vegetative imbalance, plus some 
environmental strain; or else they are end-points of 
disease the consequence of long-continued malfunction 
dependent upon the same circumstance. This conception 
is in accord with the excellent leader in your issue of 
January 9 (p. 78), on “Tendencies of Contemporary 
Medicine,” and with Dr. Robert Hutchison’s Gilchrist 
Lecture published in the same issue.—I am, etc., 


Bournemouth, Feb. 1. F. W. BRODERICK. 
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Intraperitoneal Haemorrhage from a 
Graafian Follicle 


Sir,—A patient was recently admitted to the Southport 
Infirmary under my care as a case of appendicitis. 


She had a history of acute pain in the abdomen of sudden 
onset, with collapse and vomiting. She was unmarried, aged 
27, and had only menstruated three times very slightly. She 
presented symptoms and signs suggestive of haemorrhage 
rather than of peritonitis, and a pre-operative diagnosis of 
pelvic haemorrhage was made. On opening the abdomen it 
was found that she was bleeding steadily from the left ovary, 
apparently from a ruptured Graafian follicle. There were 
calcified glands all over the abdomen, the uterus was infantile, 
the tubes and ovaries were normally formed, and the appendix 
was kinked but not inflamed. The left ovary and appendix 
were removed. On section the ovary showed a normal 
Graafian follicle with no suggestion of decidual cells or 
anything suggestive of an ovarian pregnancy. Convalescence 
has been smooth. 


I have ventured to report this case as I imagine that 


rupture of a normal Graafian follicle is an unusual cause 
of symptoms suggesting an acute abdomen.—I am, etc., 


R. R. M. Porter, 


Southport, Jan. 28. Surgeon, Southport Infirmary. 


Thyroid Extract for the Itching of Jaundice 


Sir,—With reference to Professor Murray Lyon’s article 
cn “Thyroid Extract in Conditions Other than Myx- 
oedema” in the British Medical Journal of January 23, 
may I add that Sir Walter Langdon-Brown found the 
use of thyroid extract useful in the treatment of jaundice 
with pruritus. The administration of thyroid extract 
diminished the output of bile and relieved the itching — 
I am, etc., 


London, W.10, Jan. 25. P. N. BARDHAN. 


** We have referred this letter to Sir Walter Langdon- 
Brown, who writes: Gilbert and Herscher had observed 
the benefit of thyroid extract for the itching of jaundice, 
and stated that it did diminish the formation of bile salts. 
] proceeded to investigate both in patients and in animals 
the output of bile salts both before and after giving 
thyroid, and confirmed the observation that the output of 
bile salts was actually diminished. I then used it clinically, 
with decided success in some cases. 


Acquired Haemophilia 


Sir,—Can such a condition as acquired haemophilia be 
recognized? If not, what is the explanation of the unusual 
case which is here briefly described? 


An Englishman, aged 41, an architect by profession, had 
been under the care of Dr. W. Wilkinson for some years. 
His appendix had been removed in 1927 for “chronic 
appendicitis.” 

Since 1932 he had complained of headaches, indigestion, 
and abdominal discomfort. In 1935 he received treatment 
with emetine and colonic lavage on account of an enlarged 
liver and chronic colitis. This was followed by a course 
of an autogenous mixed coliform vaccine, yatren tablets, and 
Stovarsol. In February, 1936, he noticed a return of the 
abdominal pain and flatulence. Sigmoidoscopy showed the 
large bowel to be inflamed and tender; no ulcers were 
present. He was given colonic lavage and yatren enemata. 
His tonsils at this time were enlarged and inflamed. After 
treatment he felt better for some months, but in November 
he again complained of sore throats and lassitude. 

Tonsillectomy was considered advisable to remove a cause 
of chronic septic absorption and he was referred to me for 








an opinion. I found the tonsils enlarged, with crypts contain- 
ing the usual septic detritus. I performed tonsillectomy at 
12 noon on December 5, 1936, under endotracheal anaes- 
thesia by Dr. J. A. Carman, using a Boyle-Davis gag. The 
tonsils were not unduly adherent, and the patient left the 
theatre with ,dry tonsillar fossae. It was apparently a per- 
fectly straightforward case. A little later the ward sister 
found that he was vomiting and coughing up a considerable 
amount of blood. From then onwards the sequence of events 
was as follows. At 3 p.m. the tonsillar fossae were cleared out 
and packed with adrenaline gauze. At 5 p.m. an anaesthetic 
was administered by Dr. G. Drury through a Boyle-Davis gag 
and the fossae were cleared of very friable clot. General 
oozing was found to be taking place on both sides, but no 
definite bleeding points were visible. Gauze packs were placed 
in the fossae, and the pillars of the fauces were sutured 
together with three stitches on each side. 

From then onwards the patient was given in succession 
morphine (repeated), intravenous calcium chloride, intramus- 
cular haemoplastin, and foreign whole blood into the 
buttocks. At 11 p.m. one and a half pints of normal com- 
patible blood were transfused from a _ healthy subject. 
Nothing, however, was of any avail, the bleeding con- 
tinued, and the patient died at 4.30 a.m. Meanwhile the 
incision in the arm where the blood transfusion had been 
given also oozed without ceasing. 


What is the explanation of this case? There was no 
family or person history of haemophilia (operation per- 
formed without untoward effect in 1927). Was it due to 
lack of blood platelets, and, if so, why? Would any 
further treatment have been of any avail—for example, 
ligature of the carotids or cauterization of the fossae? 
I should be grateful for comments.—I am, etc., 


C. ViIneEY BRAIMBRIDGE, F.R.C.S.Ed., 
Surgical Specialist, Colonial Medical 
Service. 
European Hospital, Nairobi, Jan. 4. 


Glycosuria 


Sir,—In reply to Dr. Vatcher’s criticism (January 30, 
p. 244) of my letter in your issue of January 23, I would 
explain that I used the word in the sense of “sugar 
in urine.” Lactosuria is described under the heading 
“ puerperal glycosuria ” in the Encyclopaedia of Medicine, 
published by Green and Sons (1907). 

My first impression of the case I mentioned was that 
it was a case of diabetes and that the breast trouble was 
secondary, but as the sugar disappeared as soon as the 
breast condition cleared up I came to the conclusion that 
the breast condition was primary and the glycosuria 
secondary.—I am, etc., 

Birmingham, Feb. 1. R. ANDERSON. 


Gas Gangrene 


Sir,—The three following cases of gas gangrene appear 
worthy of report in view of the uncommonness of the 
condition and the usual grave prognosis. 


Case I.—This was a case of compound fracture of the right 
tibia and fibula following a street accident, admitted on June 
8, 1936; the wound was small. The damaged tissues were 
excised and anti-tetanus serum, 1,000 units, and anti-gas- 
gangrene serum, 10,000 units, were given the same evening, 
and the following evening anti-gas serum alone. Three days 
later the skin showed bluish mottling and the limb was 
swollen and had a curious odour. Later in the day crackling 
could be felt, and x-rays showed gas. Amputation through 
the upper third of the thigh was performed. Further doses of 
serum were given for four days, and although there was 
a little sepsis the man was discharged fit and well on July 22, 
1936. 

Case I1—This was a compound fracture of both tibia and 
fibula following a street accident on December 3, 1936, but 
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there was only a small puncture wound in the left leg. 
Prophylactic serum was given as in Case I. The wounds were 
excised and both legs put up with a weight extension to a 
Kirschner wire through each os calcis. The following morn- 
ing the x-ray films showed gas in the tissues of the left leg 
and by evening there was definite crackling. Amputation 
through the upper third of the thigh was performed. Serum 
was continued as in Case I. The man is still in hospital, as 
sepsis supervened and the amputation stump has_ been 
remodelled ; the gas-gangrene infection has, however, been 
overcome. 

Case Ill.—This was also due to a street accident on 
December 16, 1936. There was a compound fracture of the 
right tibia and fibula, with very severe damage. Amputation 
was carried out on the following morning. The amputation 
was through the upper third of the tibia. Prophylactic serum 
was given as in Cases | and Il. The following morning there 
was discoloration and swelling of the stump flaps, and later 
gas could be felt and was seen in the x-ray plate. Amputa- 
tion through the upper third of the thigh was performed. The 
patient is still in hospital and there is some sepsis in the 
stump, but the gas-gangrene infection has been successfully 
overcome and the man is well. 

In each case the wound was only loosely sutured and 
packed with hydrogen peroxide gauze after amputation. 
Although the onset of gas gangrene was very rapid in one 
case the spread appears to have been slow, presumably 
due to the prophylactic serum given. In one case x-rays 
definitely revealed the gas some hours before it could be 
felt clinically. The satisfactory results in these three cases 
seem to be attributable to the combined action of the 
serum, which, although it did not prevent the onset of the 
disease, made the spread slower, and the timely inter- 
vention of surgery.—I am, etc., 

W. D. Park, M.B., B.S., 


Bute Hospital, Luton, Jan. 21. House-Surgeon. 


Professional Secrecy : A Medical Privilege Bill 


Sir,—Having won an early place in the ballot for Bills, 
I have been allotted a time on Friday next, February 5, 
to introduce a Bill, and I am taking this opportunity of 
presenting a measure to secure privilege under certain 
conditions from disclosure of communications made to 
medical practitoners by their patients under the seal of 
confidence. I append the text of the Bill as it is printed 
and as I propose to present it. I may say that some of the 
clauses, especially those relating to the prevention of 
crime or fraud, have been drafted for me by Lord Atkin, 
who has publicly stated his opinion that some measure of 
professional protection should be afforded to medical 
practitioners as it is to solicitors, for example. 

In November, 1927, I obtained under the “Ten 
Minutes ” Rule a first reading for a Bill in essentially the 
same terms as my present Bill, with the exception that in 
the earlier Bill I was advised by legal members in the 
House to limit the operation of the Bill to cases of 
venereal disease, that limitation being suggested by the 
fact that patients attending venereal clinics under the 
aegis of the Ministry of Health are assured upon coming 
to the clinics by leaflet and personal promises that their 
confidences will be respected. This protection was found 
to be illusory some short time before I brought forward 
the early Bill, and several legal members of the House 
assured me at the time that they agreed with the Bill as 
it then stood ; indeed, a number of eminent lawyers gave 
the support of their names on the back of my Bill. These 
were Sir Walter Greaves-Lord, K.C., Mr. (now Sir) F. 
Boyd Merriman, K.C., Mr. Hopkin-Morris, Mr. Goodman 
Roberts, and Mr. Storry Deans, K.C. I did not proceed 
further with the early Bill, as inquiries convinced me that 


even if the Bill passed the Commons, the Lords, led by 
Lord Birkenhead, would reject it. 

I believe there will be less opposition now from legal 
members of both Houses, and this belief, as well as 
another consideration, has weighed with me in making 
my new Bill of wider application. The drawback of 
limiting the Bill to venereal diseases is obvious in that any 
person pleading its protection in a court of law would by 
implication be liable to the imputation that -he was 
suffering from venereal disease. 

At the ninth International Congress of Dermatology 

eld in Budapest in 1935, when I was president of one of 
the six committees appointed by the congress, the purpose 
of my committee being the consideration of medical 
problems affecting public interests, I chose as one of the 
subjects of my committee the discussion of the degree of 
protection awarded to the “ professional secret” in those 
countries represented upon the committee, which included 
members from nearly every State in Europe and from the 
United States. It became obvious that the protection 
given to the * professional secret ” abroad was much more 
efficient than in our own courts, and no miscarriage of 
justice from this protection was recorded by the various 
speakers. That widely distributed experience should dispel 
any fears entertained by the lawyers in our country that 
the protection afforded by my Bill, safeguarded as it is 
from improper use, would be followed by untoward 
results.—I am, etc., 


House of Commons, Feb. 1. E. GRAHAM-LITTLE. 


** The text of the Bill and its preamble is as follows: 

A BILL to provide that certain communications between medical 
practitioners and their patients shail be privileged from disclosure 
in evidence in courts of law. 

Be it enacted by the King’s most Excellent Majesty, by and with 
the advice and consent of the Lords Spiritual and Temporal, and 
Commons, in this present Parliament assembled, and by the 
authority of the same, as follows :— 


1. Any information obtained by a duly registered medical 
practitioner in the course of treatment of any patient shall be 
regarded as confidential, and shall be privileged from disclosure 
in a court of law: 

Provided that the information obtained shall have been obtained 
for the purpose of a cure, or assisting in a cure, of a patient so 
treated; and provided also that this privilege (a) shall not extend 
to any communication made with the object of committing, or 
aiding in committing, any fraud or crime ; and (5) shall not 
extend to any disclosure in any court of law in any case founded 
on a criminal charge or charge of fraud, against such patient. 

2. For the purpose of this Act * duly registered medical practi- 
tioner ” shall mean a person whose name is on the Medical 
Register. 

3. This Act may be cited as the Medical Practitioners’ Com- 
munications (Privilege) Act, 1937. 


Analysis of Clinical Statistcs 


Sir,—In Dr. Mainland’s original article on the analysis 
of clinical statistics (Journal, August 1, 1936, p. 221) he 
utilized some figures from my work on Bell's palsy to 
demonstrate his points. No criticism was thereby implied 
of my work as a whole, which Dr. Mainland has kindly 
stated seems to be of high practical value (January 23, 
p. 192). Unfortunately the casual reader of the article 
might have received a contrary impression, and it was to 
make that quite clear that I was impelled to write a 
somewhat spirited reply. In doing so I seem to have 
turned the tables and quite unwittingly to have given the 
impression—at any rate to a casual reader—that the 
methods of analysis which Dr. Mainland advocates “ are 
unsuitable for ordinary clinical material.” It is only right 
that I should remove this misconception by assuring Dr. 
Mainland that I was much impressed by his article, which 
I have studied carefully and accept fully. I shall certainly 
utilize the principles he advocates should the occasion 
arise in the future: 
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I trust all differences between us are now removed, and 
I am sure Dr. Mainland will not object to my saying 
that the very simplicity of the standard deviation test 
may constitute a danger, in that clinicians unversed in 
Statistical methods may easily misapply it. The danger 
is possibly that valuable clinical work might be discarded 
rather than the converse. It is unfortunate that so many 
questions in biology can only be approached from the 
Statistical point of view. May I quote Hogben: 

“Instead of relying on a statistical estimate about where 
a correct measurement may lie, the scientist proceeds to devise 
a more accurate method which will enable him to define 
narrower limits within which it must lie.” 


The surgeon can rarely devise these crucial experi- 
ments ; nevertheless, by following the hints given by 
Statistics he proceeds to collect cases in which Nature has 
experimented. Pathology thus supplies the extra support 
on which he builds his working hypothesis. This is the 
procedure adopted in my own work, and, I take it, is what 
Dr. Mainland is referring to when he says 
the standard deviation test discusses “the extent to which 
chance acting alone in a certain set of conditions could 
account for the result found in an actual sample. . . . It ceases 
when it has answered the question put to it, leaving the 
observer to decide whether for him chance could sufficiently 
account for the result, or whether some other factor was likely 
to be responsible.” 

—I am, etc., 


Liverpool, Jan. 27. ALEX. TUMARKIN. 


*.* This correspondence is now closed.—Ep., B.M.J. 


**A Medical History of Liverpool ” 


Sin,—Whilst I am extremely grateful to you for your 
review of this book, a review which is generous not only 
in its praise but also in its length, I would like to draw 
attention to an omission which is of considerable impor- 
tance. The book has been edited by Mr. H. R. Bickerton 
and myself, and unfortunately the impression is created by 
your reviewer that I am the sole editor. 

In order that no injustice may be done I should like it 
to be known that Mr. H. R. Bickerton has borne more 
than his share of the editorial work. He devoted 
more time to the preparation of the book than I did, and 
it is he who is chiefly responsible for the publication of 
the work.—I am, etc., 

Liverpool, Jan. 30. 


R. M. B. MACKENNA. 


*.* We much regret the inadvertent omission of Mr. 
H. Richard Bickerton’s name as joint editor with Dr. 
MacKenna.—Eb., B.M.J. 








An article on the relation of industry and education 
in the February issue of the Human Factor, issued by the 
National Institute of Industrial Psychology (Aldwych 
House, W.C.2) says that the “ good general education ” 
of the past, which was sufficient, for instance, to enable 
a boy or girl to enter an office, is now generally in- 
adequate. ‘On their side business men and _ their 
personnel managers have frequently installed selection 
tests and they frequently make wider use of psycho- 
logical methods than do the educationists themselves. 
Industrial psychology is now busy on both sides of the 
gap that separates education and industry at the recruiting 
Stage. The Vocational Guidance Section of the National 
Institute of Industrial Psychology is assisting in an impor- 
tant research and scheme of training in Birmingham, the 
scope of which is now being widened to include the 
testing of all new entrants into junior technical and 
commercial schools.” 


Obituary 











H. A. OSBORN, D.M. 
Group Pathologist, Liverpool City Council Hospitals 

Dr. Henry Alexander Osborn died on January 23. His 
untimely death from septicaemia, at the age of 43, has 
cut short a career of great value to the medical profession 
and importance to the city of Liverpool. where he was 
engaged as pathologist to a group of city hospitals. 

Born at Ladysmith in August, 1893. Osborn had 
a brilliant career at Natal University College. Following 
upon Army service in the East African campaign he 
entered New College, Oxford, in 1917 with a Rhodes 
Scholarship. From there in 1919 he gained an open 
entrance scholarship in pathology and pharmacology to 
King’s College Medical School. In 1921 he qualified 
M.R.C.S., L.R.C.P. and graduated B.M., B.Ch. in 1922, 
going on to the D.P.H. in the following year. In 1935 
he obtained the D.M. of Oxford, having submitted a 
thesis on pemphigus neonatorum. After graduation Dr. 
Osborn acted for a time as second casualty officer at 
King’s College Hospital. In 1923-4 he was resident 
assistant clinical pathologist there, and during this period, 
on account of his great reliability, won the esteem of all 
with whom he came in contact. Thereafter for some 
vears he was engaged in private consultant practice, and 
later acted as pathologist to the Wembley and Ealing 
Hospitals. In 1931 he was appointed group pathologist 
to the Liverpool city council hospitals, a post -which -he 
held at the time of his death. He established a patho- 
logical service at Mill Road Infirmary, Alder Hey Hospital, 
and Smithdown Road Hospital, and these group labora- 
tories undertook the work provided by 3,000 hospital 
beds. As a result of his work at the Mill Road Infirmary 
he wrote jointly with Dr. H. Carter a paper on neo-natal 
dermatitis which attracted considerable attention when it 
was published in the British Medical Journal of March 7, 
1936. He had been a member of the British Medical 
Association for some ten years, and was a Fellow of the 
Royal Society of Medicine and of the Liverpool Medical 
Institute. In July, 1924, he married Dr. Muriel M. Harris, 
who had been a student at King’s. Possessed of an almost 
untiring energy, and of an infinite capacity for patient 
research, his death will be a great loss to the hospital 
services of Liverpool and a personal one to all his 
colleagues. 


A colleague writes: 


Dr. Osborn’s early death brings a brilliant career to 
an end. Liverpool was fortunate when, in 1932, he was 
appointed to establish pathological departments at three 
city hospitals, and the efficiency of the present pathological 
service is the best index of his ability, enthusiasm, and 
industry. Despite the heavy pressure of routine work he 
spent his leisure in research and made several contributions 
to medical literature. He recently published important 
papers on “ Neo-natal Dermatitis ” and “ The Age Factor 
in Lobar Pneumonia.” For a considerable time he had 
been interested in the causes of stillbirths and neo-natal 
deaths, and had collected a great deal of evidence relating 
to these and allied subjects. Dr. Osborn was quiet, kind, 
and unassuming. He was a man of few words and pre- 
ferred silence to “small talk,” but his judgement was so 
sound that his colleagues always took their problems to 
him. It was never his practice to hand out fulsome praise, 
and he preferred the more difficult and helpful task of 
offering educative criticism. To know him well was to 
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appreciate the value of his opinions. He enriched the 
hospital services of Liverpool as only a sound clinical 
pathologist could, and it will be as difficult to replace him 
in the laboratories as in the regard and affection of those 
who were fortunate enough to be his colleagues and 
friends. 


S. H. HARRIS, F.R.A.C:S. 
Sydney, New South Wales 
The announcement of the death of Harry Harris of 
Sydney, New South Wales, at the early age of 56 will be 
received with genuine regret by all his friends in Great 
Britain. His name will always be associated with the 
operation which has revolutionized the results of prostat- 
ectomy. The first description of his technique appeared 
in a paper read by him at the Australasian Medical Con- 
gress held in Dunedin, New Zealand, on March 26, 1927, 
but it is only within the last two years that the majority 
of surgeons have realized the importance of the various 
steps to overcome the complications and sequelae of 
prostatectomy which he so strongly advocated. Harris's 
first visit to Europe and this country in 1935 was in 
the nature of a crusade. He was determined to demon- 
strate the advantages of his technique as often as he was 
given facilities to do so. With tireless energy he travelled 
from one surgical centre to another, undoubtedly with 
detriment to his health, although on arrival in England 
he told me he needed a complete holiday. As an operator 
Harris was a brilliant craftsman, being quick, neat, and 
complete master of his instruments. He was also a good 
speaker. His friends will extend their heartfelt sympathy 
to his widow, his only son, and other members of his 
family on the irreparable loss which they have sustained. 
With the death of Harris British urology has lost an 
outstanding personality. 
CLIFFORD Morson. 


W. JENKINS OLIVER, B.M. 


An obituary notice of Dr. William Jenkins Oliver, 
who died on January 11, appeared in last week’s issue. 
We have received from “ J. S.” the following further note. 
After being educated at Winchester and Oriel College, 
Oxford, Oliver proceeded to the London Hospital, where 
he was in turn clinical assistant in the medical out-patient 
department and skin and light department and house- 
physician. In the great war he joined the R.A.M.C., and 
was appointed skin specialist to the troops at Rouen, later 
being transferred to Germany as adviser in dermato- 
logy to the British Army of the Rhine. Among other 
appointments he held were: physician to the skin depart- 
ment of the Evelina Children’s Hospital, the Victoria 
Hospital for Children, and the Prince of Wales’s General 
Hospital, Tottenham. He also studied at Copenhagen 
and Oslo. He relinquished all these appointments in 
1929, and then spent more or less half of the year in 
Norway and Denmark. He had a very sound knowledge 
of skin conditions without being particularly brilliant. In 
London he was a “character” in the best sense of the 
word. He was shy and inclined to be self-conscious, 
and consequently was never at his best with the adult 
private patient. With children, on the other hand, he was 
wonderful. They adored him and he them. I think that 
one of the happiest times of his life’ was during his 
appointment as house-physician at the London Hospital. 
Whenever he entered the children’s ward he was received 
with royal acclamation. If you wanted to find “Jinks” 
you could tell where he was by the din in these wards. 
The illest child would pull itself up in the cot to greet 
him, and in return receive some word of encouragement 
or joke. His care for children and their welfare was the 
breath of life to him, and he soon gained the confidence 
of the most nervous child. Their visits to his clinics was 
something to which they could look forward, for where 


he was there could be no fear or need for apprehension, 
And so this went on all through his life. His children’s 
Christmas parties to the pantomime were well known. 
In Norway and Denmark it was the same tale. He must 
have been godfather a dozen times. I have seen him 
there, marching down the road like the Pied Piper of 
Hamelin followed by scores of children. Only this Christ- 
mas he had a card from a little Norwegian boy addressed 
“Dear Olva.” His father states it was the same in 
Cologne. Parties of children would wait for his coming 
and going at the hospital, and run to take him by the 
hand and joke with him. Oliver was an amusing 
raconteur, read a lot, was fond of pictures, and a keen 
fisherman. Although a fourteen-foot salmon rod may 
have looked unwieldy in his hands, he threw a fly with 
dexterity and precision. And so ends a useful life, far 
too early it seems (he was 50), and in many homes there 
will be a blank which can never be filled. 


Mr. ARTHUR WALBANK, F.R.C.S.Ed., died at Clifton after 
a brief illness on January 28 at the early age of 38. He 
was educated at Leeds, where he obtained the M.B. and 
Ch.B. degrees, and after holding resident posts there went 
to Bristol as house-surgeon to the Bristol Eye Hospital, 
which appointment he held from 1927 to 1930. After a 
further period of study he obtained the D.O.M.S. of the 
English Conjoint Board and was admitted a Fellow of the 
Royal College of Surgeons of Edinburgh, and on returning 
to Bristol he was elected to the honorary staff of the Eye 
Hospital in 1931. During these few short years as honorary 
surgeon his whole-hearted co-operation in the work of the 
hospital had endeared him to his colleagues and patients 
alike. He was also secretary to the South-Western 
Ophthalmological Society, and it was mainly due to his 
unflagging energy that these meetings were always valuable 
in discussion and cases. His keenness and efficiency in 
his work had already shown him to be an ophthalmic 
surgeon of great promise, and Bristol and the Bristol Eye 
Hospitat are very much the poorer for the loss of Arthur 
Walbank at such an early stage in his career. He leaves 
a widow and one small son. 


We regret to announce the death on January 27 of 


Dr. Davip MCcAskig, one of the most respected and. 


accomplished practitioners in Portsmouth, where he had 
worked for the past twenty years. Previously he had 
been in practice in London, when he was clinical assistant 
to the Western Skin Hospital and the x-ray department 
of the Tottenham Hospital. He was at work until a week 
before his death, but had been in failing health for the 
past five years. Dr. H. H. Warren writes: I knew Dr. 
McAskie not only as a successful practitioner but also 
as an enthusiastic member of the British Medical Associa- 
tion. He was a representative of the Portsmouth Division 
for seven consecutive years, and will be well remembered 
by many of the present members of the Representative 
Body ; he also took a great interest in the Local Panel 
Committee and served as honorary secretary to it for 
many years. Dr. McAskie was the official medical officer 
to the Portsmouth Football Club, and his passing is a sad 
blow to the directors and players, all of whom always 
affectionately referred to him as “ Dr. Mac.” He had the 
reputation of patching up in a surprisingly short time 
those who were occasionally injured and tuning them 
up so that they took the club into the First Division, kept 
it there, and carried it to the Cup Final at Wembley in 
1929 and 1934. During this time they had many injuries 
and few reserve players, so it speaks volumes for the 
tremendous interest he took in the work. Although he 
had many interests outside his profession, Dr. McAskie 
had a great sense of duty, and the care and treatment of 
his patients always came first. A somewhat stern exterior 
obscured a very kindly and sympathetic disposition ; his 
tall figure will be sadly missed, especially among the more 
humble members of the community. His helpfulness to 
his fellow practitioners was exceptional ; although in busy 
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practice himself he was never too busy to lend a hand 
to a colleague without thought of fee or reward. His 
passing will be keenly felt by a large circle of friends and 
patients, and the sympathy of all is extended to his widow, 
son, and two daughters. 


We regret to record the death of Dr. THomas Epwarp 
WHITE of Streatham, S.W., on January 18, at the age of 
79. Dr. White qualified in 1876 as L.R.C.S.I., and in 
the following year he was admitted L.R.C.P.I. He then 
held the posts of clinical clerk at the Richmond, Whit- 
worth, and Hardwicke Hospitals, Dublin, physician to the 
Dublin Small-pox Hospital, and house-surgeon to the 
Huddersfield Infirmary. In 1894 he obtained the D.P.H. 
of the English Conjoint Board, and in 1896 the degree of 
M.D. at the University of Durham. Before his retire- 
ment he was surgeon to the P Division of the 
Metropolitan Police and a divisional surgeon of the 
Metropolitan Water Board. He was a lecturer and 
examiner in ambulance and nursing work for the London 
County Council, lecturer and examiner for the British 
Red Cross Society, and medical officer of the Forest Hill 
Provident Dispensary. Dr. White acted as representative 
at the Annual Representative Meetings of the British 
Meaical Association in 1921, 1923, 1925, and 1926, and 
he was chairman of the Lewisham Division in 1922-3. 


Dr. ARTHUR WARD COLLINS, who died at Ulverston on 
January 22 at the age of 77, received his medical educa- 
tion at the University College and the Royal Infirmary, 
Liverpool, gaining a Holt Scholarship in anatomy at 
University College, Liverpool. He qualified M.R.C.S., 
L.R.C.P. in 1884, and two years later took the degrees 
of M.B., Ch.B. at the Victoria University, with honours 
in anatomy, materia medica, and pharmacology. In 1897 
he received the D.P.H. conferred jointly by the Royal 
Colleges of Physicians and Surgeons of Edinburgh. Dr. 
Collins heid the post of house-surgeon and anaesthetist 
at the Royal Infirmary, Liverpool, and after setting up 
practice in Ulverston became medical officer to the local 
Poor Law Institution. He had been a member of the 
British Medical Association for forty-three years. In 
1905 he served as president of the old North Lancashire 
and South Westmorland Branch, and he was chairman 
of the Furness Division in 1926-7. 


We regret to learn of the death of Dr. GEORGE WaRWICK 
BAMPFYLDE DANIELL at Grahamstown, South Africa, on 
January !9. He received his medical education at St. 
George's Hospital, and qualified M.R.C.S., L.R.C.P. in 
1888. He was at one time lecturer on anaesthetics in 
the Cape University and was honorary anaesthetist to the 
New Somerset Hospital. Dr. Daniell’s contributions to 
medical literature include a description of an apparatus 
for warmed ether vapour, published in the Lancet in 1923, 
and an article on “ The Use of Nitrous Oxide and Oxygen 
with Rebreathing as a General Surgical Anaesthetic,” 
printed in the South African Medical Record in 1924. 
He joined the British Medical Association in 1892. He 
acted as representative at the Annual Representative 
Meeting of the Association held at Portsmouth in 1923, 
and on the occasion of the Centenary Meeting in 1932 
he held the office of vice-president of the Section of 
Anaesthetics. 


We regret to record the death of Dr. FARQUHAR 
MACKENZIE MATHESON of Harrow on January 21 at the 
age of 63. Dr. Matheson took the degree of B.A. at 
the University of Cambridge in 1900, and then came to 
London to receive his medical education at University 
College. He qualified M.R.C.S., L.R.C.P. in 1903. Dr. 
Matheson had been a member of the British Medical 
Association for twenty-seven years, and was chairman of 
the Harrow Division in 1927-8. 


Universities and Colleges 


8 i — 





UNIVERSITY OF OXFORD 
Nuffield Professorships 


Of the four new medical professorships created under Lord 
Nuffield’s benefaction two have now been filled. 

Mr. Hugh Cairns, M.B., B.S.Adelaide. F.R.C.S.. of Balliol 
College, is appointed to the Nuffield Professorship of Surgery 
as from January 27. Mr. Cairns is surgeon to the neuro- 
surgical department of the London Hospital and surgeon to 
the National Hospital, Queen Square. He was the author of 
the “Study of Intracranial Surgery,” published as a special 
report by the Medical Research Council in 1929. Temporary 
arrangements have been made for his work in Oxford to be 
limited to certain administrative duties, enabling him mean- 
while to continue his other work in London. 

Mr. Robert Reynolds Macintosh, F.R.C.S.Ed.. anaesthetist 
to the Throat Hospital, Golden Square. and anaesthetist and 
lecturer in anaesthetics at the National Dental Hospital, is 
appointed to the Nuffield Professorship of Anaesthetics as 
from February 1. 


UNIVERSITY OF CAMBRIDGE 


The Faculty Board of Medicine has submitted a report to the 
University in which it recommends the abolition of the thesis 
for the M.B. degree. Reference to these proposals will be 
found at page 278. The report will be discussed in the 
Senate on February 9. 


UNIVERSITY OF LONDON 


Philip Geoffrey Scott, B.Chir., F.R.C.S.. of Jesus College. 
Cambridge, and St. Bartholomew's Hospital, has been 
appointed to the Geoffrey E. Duveen Traveliing Studentship 
in Oto-rhino-laryngology for the year 1937. 


LONDON (ROYAL Free HospitaL) SCHOOL OF MEDICINE 
FOR WOMEN 

The following post-graduate scholarships will be awarded: 

(a) A. M. Bird Scholarship of a value of £200 for one year. 
to enable a medical graduate to obtain genera] experience in 
pathology. 

(b) Mabel Webb and A. M. Bird Research Scholarship of 
a value of £200 a year. for assistance in carrying on research. 

(c) Dr. Edith Pechey Phipson Scholarship of a value of £95 
a year, preferably to graduates coming from or going to work 
in India. 


These scholarships are open to women only. Candidates 
for (a) and (b) must be former students of the medica] school. 
Further particulars can be obtained on application to the 
Warden and Secretary of the School, Hunter Street. Brunswick 
Square, W.C.1. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a Comitia of the Royal College of Physicians of London 
held on January 28, with the President, Viscount Dawson of 
Penn, in the chair, it was decided to present an Address of 
Lovalty to His Majesty King George the Sixth on his 
accession. 

The College approved the election of its President as a 
Vice-President of the Imperial Cancer Research Fund. Dr. 
E. Mapother was elected a Councillor in the place of the late 
Professor E. H. Kettle. The President announced the publi- 
cation of the report on “ Domestic Heating by Gas considered 
from the point of view of Health and Comfort™ by an 
Advisory Committee appointed by the College. 


Appointment of Representatives 


The following were appointed delegates of the College: 
Viscount Dawson of Penn, to the Centenary Celebrations of 
the University of Durham, July 1 to 3: Dr. H. P. Newsholme, 
to the Health Congress of the Royal Sanitary Institute at 
Birmingham, July 12 to 17; Lord Horder, to the Annual 
Congress of the Royal Institute of Public Health at Margate. 
Mav 25 to 29; and Dr. H. C. Cameron, to the Seventh 
English-Speaking Conference on Maternity*and Child Welfare, 
to be held in London, June | to 3. 


Lectures 


Dr. P. M. D’Arcy Hart will deliver the Milroy Lectures on 
“Measures for the Prevention of Pulmonary Tuberculosis 
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among Adults in England—in the Past and in the Future” on 
February 18 and 23; Dr. D. E. Denny-Brown the Goulstonian 
Lectures on “The Nervous Control of Micturition and its 
Disorders” on February 25, March 2 and 4; Dr. Crighton 
Bramwell the Lumleian Lectures on “The Arterial Pulse in 
Health and Disease” on March 9 and 11; Dr. H. Gardiner- 
Hill the Oliver-Sharpey Lectures on “ Growth and Develop- 
ment: their Pathological Aspects,’ on March 16 and 18; 
and Dr. Edwin Bramwell the Croonian Lectures on “* Clinical 
Reflections upon Muscles, Movements, and the Motor Path” 
on May 25, 27, and June 1. A\lll the lectures will be delivered 
at the College; Pail Mall East, S.W., at 5 p.m. 


Membership 
The following. candidates, having satisfied the Censors’ 
Board, were admitted Members of the Coliege: 


Frank Longstaff Apperly, M.D.Oxf., Bidya Pati Bhattacharjya, 
M.B.Patna, Bernard Roy Bramwell, M.D.Manch., Francis Staples 
Brien, M.B.Toronto, John Alfred Brocklebank, M.B.Lond., George 
Horace Brookman, L.R.C.P., James William Douglas Bull, M.B. 
Camb., Renfrey Gershon Burnard, M.B.Adelaide, Archibald 
Malcolm Gordon Campbell, M.B.Oxf., Winston Stephen Charters, 
M.B.New Zeal., Stephen Thomas’ Falla, M.D.Lond., John 
Ronald Forbes, M.B.Lond., Graham William Hayward, M.B. 
Lond., Dorothy Jane Healey, M.D.Lond., Tom _Shadick 
Higgings, M.D.Lond., Norman George Hulbert, M.B.Camb., 
Norman Maurice -Jacoby, M.B.Lond., Alan Robert Kelsall, 
B.Chir., Peter James Kerley, M.D.Dubl., Frederick — Basil 
Kiernander, M.B.Lond., Mary  Fauriel Lockett, M.D.Lond., 
William Neville Mann, M.B.Lond., Harry Blight May, M.B.Camb., 
Edward Laurence Oliver Murphy, M.B.N.U.Irel., Richard Alan 
Pallister, M.D.Durh., James Alan Price, M.D.Belf., Alan Boynton 
Raper, M.B.Leeds, John Clifford Richardson, M.D.Toronto, Leon 
Eric Rothstadt, M.D.Melb., Charu Chandra Saha Saha, M.B. 
Calcutta, Dominic Victor Sheil, M.B.Melb., Henry James Sinn, 
M.B.Melb., Alan Herbert Thompson, M.D.Dubl., Aly Fahmy 
Zanaty, M. B.Cairo. 


Licences and Diplomas 


Licences to practise physic were conferred upon the follow- 
ing 178 candidates (including twenty-two women) who had 
passed the Final Examination in Medicine, Surgery, and Mid- 
wifery of the Conjoint Board, and have complied with the 
necessary na -laws: 


kK 2D: Abbott, E. M. Abelson, J. C. Adams, A. S. Aldis, 
C38. y Roe oa Armstrong, ‘ed Barker, H. M. Barnett, 
I. H. Baum, A. M. Beemer, B. Aud). Bernfield, Lily Black, 
L. H. Blakelock, G. W. Boden, E. Bolton, E. R. Bowes, Audrey 
F. M. Briggs, E. K. Brownrigg, J. B. Bunting, G. L. Burgess, 
Margaret M. Burton, M. A. Carpenter, R. W. mre. CG: Lk. 
Clinton-Thomas, P. R. K. Coe, S. M. Cornes, H. Crosswell, 
J. Dalziel, G. H. Darke, P. M. Davies, H. N. Davy, z Cc. Dhanda, 
W. R. S.. Doll, I. A. Donaldson, R. C. Droop, G. H. H. 
Dunkerton, J. A. Dunlop, R. W. Dunn, H. J. <o) C. WH. 
Edwards, B. H. Ellis, J. S. Ellis, J. E. Ennis, L. C. de R. Epps, 
M. M. Ernst, Mildred G. Ernst, R. G. G. Evans, G. R. "Faber, 
Mary N. Fawcett, J. 4. Fife, D. M. Flowerdew, L. Foster, 
R. A. Foucar, Gwenda M. Francis, D. G. Freshwater, A. R. Garner, 
M. N. Genena, S. Gnessen, D. Graham-Brown, P. H. K. Gray, 
W. M. Gray, B. J. Green, T. A. Hale-Monro, E. H. Hambly, R. P. 
Harbord, W. Hargrave-Wilson, D. H. Harrison. M. W. Harvey, 
G. Herbert, Irene K. Hezlet, C. A. St. C. Hiley, Constance M. Hill, 
Emily C. Hill, W. Hobson, Margaret J. Honeywill, C. W. Horn- 
castle, J. Horowitz, A. M. Howard, H..N. G. Hudson, Gertrude 
L. E. Hughes, D. A. Ireland, I. Isaacs, G. C. A. Jackson, H. 
Jackson, E. M. Japha, O. . Jones, A. Jordan, H. S. Kander, 
Mary Kane, S. Kaye, J. G. Kee, C. — J. aweteher,. C.-C. 
Kirby, L. M. Klusky, F. D. W. Knight, G S. A. Knowles, D. W. 
ah Iris M. Lamey, R. L. Lamming, 5 ©. Laycock, J. Leiper, 

W. M. Leslie, B. G. A. Lilwall, C. J. Longland, M. Lubran, 
X. D. McDonald, H. A. McDonald, W. H. McDonald, N. R. 
McEvoy, R. McGladdery, H. % Mackey, Norma M. MacLeod, 
K. J. Mann, G. S. Midgley, A. E. Miller, Eleanor M. Mills, A. D:. 
Milne, J. G. Mitchell, R. H. B. Mole, K. W. Monks, E. R. 
Mountjoy, M. A. H. Munshi, W. M. Owen, A. C. D. Parsons, 
H. A. Pearce, G. L. Pett, C. Porter, K. J. Powell, T. C. Probyn, 
S. Pruss, D. P. Puri, A. N. Redfern, J. E. Rees, H. S. Resnik, 
Nancy E. G. Richardson, R.. B. K. Rickford, A. C. Ricks, 
Elizabeth J. Rooke, H. L. M. Roualle, P. B. L. Saltman, A. A. 
Shein, A. Simpkin, G. Singh-Janda, J. ee ae iS a 
E. R. Smith, J. A. Smith, Katharine D. Smith, G. R. Steed, A. 
Steel, R. Y. Stevenson, Ethel M. Strong, R. B. Taylor, fe mW . 
Taylor, W. H. A. Thorne. H. L. Thornton, G. C. BR cay cae ED. 
Truax, N. Tsan, A. G. Turner, D. P. van Meurs, Daisy C. Wallace, 
A. J. N. Warrack, G. R. Waterman, Joan M. Wenn, M. H. G. 
White, D. I. Williams, G. M. Woddis, R. C. Wofinden, N. P. 
Woodgate-Jones, M. R. Woods, G. Wynn-Williams, G. E. Yardley, 
F. H. Yates, A. L. Yeung, S. S. Yudkin. 

Diplomas in Public Health, Psychological Medicine, and 
Laryngology and Otology were conferred jointly with the 
Royal College of Surgeons. The names of the successful 
candidates were printed in the report of the meeting of the 
Council of the Royal College of Surgecns, published in our 
issue of January 23 (p. 197). 


The bei diplomas were granted, jointly with the 
Royal College of Surgeons: 


_ DipLoma IN Tropica MEDICINE AND HyGiENe.—R. M. Abraham, 

E. Barnett, H. B. F. Dixon, I. K. El Lamii, W. J. Pinto, G. B. 
Samatt. P. W. Vildin. 

Pen. IN ANAESTHETICS.—R. H. Blazeby, C. H. Catlin, G. 
Edwards, Eva M. Gray, Elizabeth M. Handfield-Jones, T. A. B. 
Harris, T. H. Hobbes, G. H. W. Keates, Rosalind M. P. Milne, 
Joyce Morgan, L. O. Mountford, A. H. Pirie, J. W. Redgate, 
J. es Rouse, H. B. C. Sandiford, R. L. Soper, Edith J. 
Thompson, F. A. H. Wilkinson, R. F. Woolmer. 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates have passed in the subjects indi- 
cated 


SurGeryY.—A. Bagon, E. E. Bullock, F. J. H. D. De Marigny, 
P. A. Gardiner, F. W. McKenna, J. Meynell, A. P. Mittra, F. L. 
Skinner. 

MEDICINE.—J. E. R. Palmer, W. W. Willson. 

Forensic Mepicine.—J. E. R. Palmer, W. W. Willson. 

Mipwirery.—A. A. Beazeley, I. W. Claiman, R. M. Coplans, 
D. S. Edwards, J. Meynell, C. T. Tahil, W. G. Tillman. 


The diploma of the Society has been granted to F. J. H. D. 
De Marigny and A. P. Mittra. 


CONJOINT BOARD IN SCOTLAND 


The following candidates, having passed the requisite exam- 
inations, have been admitted L.R.C.P.Ed., L.R.C.S.Ed 
L.R.F.P. and S.Glas. : 


K. Aaron, A. M. Allison, A. Blanshaft, A. E. R. Chalmers, 
S. F. Cranston, Hester J. Davies (in absentia), J. Drake, A. A. 
Esser, Philippe Evreniades, E. W. Finkle (in absentia), D. G. 
Hanton, L. B. Hardman (in absentia), 1. L. Jacobs, W. Jonas, 
L. Kroll, D. Lederfeind, M. E. Lee-Abbott, Z. Leitner (in 
absentia), W. J. Low, J. "McGibbon, J. MacW. MacGregor. M. 
Maneila, M. Meyer, 'W. B. a L. Michaelis, D. B. Milne, 
M. N. Mitra, K. F. Nagelschmidt, Naftalin, H. O'Hara, E. A. 
Perera, H. J. Phin, F. O. Pigrkowolt J. E. Price, K. M. 
Regensburger, M. W. Rosenthal, A. Rumelt, M. Scholtz, H. Sherry, 
Fe. TE. Truax, D. Varvaressos, Lena Walker, B. "A. MacG. 
Williamson (in absentia), H. A. J. Wolff, H. Zeller. 








Medical Notes in Parliament 














A memorandum explaining the Government's proposals 
for the development and extension of the facilities avail- 
able for physical training was laid on the table of the 
House of Commons on January 29. 

Sir John Simon presented, on January 29, the Factories 
Bill “to consolidate, with amendments, the Factory and 
Workshop Acts, 1901 to 1929, and other enactments 
relating to factories and for purposes connected with the 
purposes aforesaid.” The Bill is supported by Mr. Elliot. 

In the House of Commons on February 1 the Un- 
employment Assistance (Temporary Provisions) (Amend- 
ment) Bill was read the third time. 

The text of the Factories Bill was issued on February 2. 

On February 2 the Regency Bill and the Public Works 
Loans Bill were read a second time. The Empire Settle- 
ment Bill passed through committee. 

In the House of Lords on the same day the Public 
Records (Scotland) Bill and the Architects Registration 
Bill were read a second time. The Firearms Bill was 
read the third time and passed. 

The Parliamentary Medical Committee met at the 
House of Commons on February 1 and agreed to accept 
a recent reply of the Ministry of Health which suggested 
that representations about ophthalmic and optical benefits 
as affected by Draft Statutory Rules and Orders, 1936 
(National Health Insurance), should be left to the com- 
mittee to be set up under the new regulations. During 
the discussion an assertion was made that the British 
Medical Association scheme for sight-testing surgeons 
would not suffice, as enough surgeons were not available 
in all parts of the country. The Medical Committee also 
discussed Sir Ernest Graham-Little’s Medical Practitioners 
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Communications (Privilege) Bill (see p. 302) and agreed 
to discuss the Factories and Workshops Bill at its next 
meeting. A meeting is shortly to be arranged on 
voluntary sterilization. Lord Dawson and Lord Horder 
hope to attend this. 


Sir Francis Fremantle has been added to the Standing 
Committee on the Livestock Industry Bill in place of 
Dr. Howitt. 


Mr. Cartland proposes, on February 10, to move a 
resolution on the trend of population, and Mr. Keeling 
to move on the same day a resolution on civil protection 
against air raids. 


Import Duty on Liver Products 


In the House of Commons, on January 25, the Beef and 
Veal Customs Duties Bill was considered in committee. On 
the question that Clause 1 stand part of the Bill, Sir 
REGINALD CLARRY said that under Subsection (2b) sweet- 
breads were exempted from duty. They were exempted 
primarily because they were essential to the medical prepara- 
tion of insulin for diabetes. Liver products were also necessary 
to manufacturing pharmaceutical chemists in the production 
of remedies for pernicious anaemia. They were not exempted 
from the Bill, and the Government ought to consider at a 
later stage inserting that exemption. The additional cost 
entailed by this Bill would make the cost of the medicine 
equivalent to 34d. a week per person. At present the raw 
materials for these remedies were imported from South 
America. Only 20 per cent. came from the Dominions, and 
a British product was not available. What he was asking was 
not a large matter. The quantity under discussion amounted 
to about 800 tons per annum, of an approximate value of 
£36,000, so that the Treasury would not lose a great deal, 
but they would certainly help to maintain an_ essential 
remedy at a lower price to the public if they were able to 
make this concession. 

Sir FRANCIS FREMANTLE said that pernicious anaemia was 
a disease that might attack anybody. That being so, they 
would be very glad to have the remedy in question. It was 
exactly comparable with sweetbreads, which was a matter 
on which the Medical Committee of the House of Commons 
had taken action in approaching the Chancellor of the 
Exchequer and Ministers for some years past, and exactly 
the same considerations arose in regard to liver products. 
Therefore these required similar treatment, and he hoped the 
matter would receive the sympathetic consideration of the 
Government. 


Captain EUAN WALLACE said it was impossible to trace 
the progress of liver after it came into this country. Sir 
Reginald Clarry had suggested that the tax which was to 
be imposed would cost a person suffering from pernicious 
anaemia an extra 34d. a week. That statement could only 
be accepted with reserve. While about half the quantity of 
sweetbreads imported were used for the manufacture of 
insulin—and it was admitted that insulin had been given an 
entirely unique position in regard to duty—the annual imports 
of liver amounted to £500,000, not to £36,000 as mentioned 
by Sir Reginald Clarry. 

Sir REGINALD CLARRY said he only referred to the quantity 
used for this purpose. 

Captain WALLACE said that of the quantity imported only 
S per cent., so far as they were able to trace, was used for 
medicinal purposes. The medicines into which this 5 per 
cent. of liver was manufactured were used for the cure of 
pernicious anaemia. It would of course be open to the 
people who got their liver in this country to apply to the 
Import Duties Advisory Committee if they felt that they were 
being done down. To deprive the Exchequer of the revenue 
on imported liver, whose total annual value was something 
like £500,000, for the sake of 5 per cent. of the liver would 
be to strike another blow at the general scheme of duties 
by which the Government set such store. 

Sir REGINALD CLARRY emphasized that it was only the 
5 per cent. used in the production of this remedy which he 





desired to be exempted. The remaining 95 per cent. would 
therefore be subject to duty. 

Captain WALLACE said he had endeavoured to show the 
impossibility of identifying this particular 5 per cent. If Sir 
Reginald Clarry could suggest any means of segregating the 
5 per cent. the Financial Secretary to the Treasury would be 
prepared to consider it. 

Mr. A. V. ALEXANDER asked if Captain Wallace would 
arrange for a drawback on liver used for the production of 


medicinal preparations by the pharmaceutical chemist. That 
would be simple. 
Captain WALLACE said it was not so simple as Mr. 


Alexander thought. He would not like to tie himself down 
on a matter of this kind, but the Government had a very 
open mind on this question. If a means were found of 
identifying this liver easily and simply without undue adminis- 
trative complications or undue financia! implications the 
Government would be prepared to do what they could to meet 
this point. 

The clause was agreed to by 158 votes to 91. Sir Francis 
Fremantle, Dr. Leech, and Dr. Morris-Jones voting with the 
majority. 

The Bill passed through committee, 
without amendment to the House. 


and was reported 


Empire Settlement and Population at Home 


On January 25 Mr. Matco_tmM MacDona.p, in the House 
of Commons, moved the second reading of the Empire Settle- 
ment Bill. He said that the existing Empire Settlement Act 
would come to an end on the last day of next May. The 
Goyernment proposed to extend the Act for another fifteen 
vears and to fix £1,500.000 as the maximum sum which the 
Government could spend on migration schemes in any one 
vear. In considering migration, Parliament must keep its 
eves on those figures which indicated the population trend. 
figures which prophesied that in a few years’ time the total 
population of this country would begin to decline, and that 
the total of the unemployed people in this country would 
decline still further. 

Mr. LUNN, in moving the rejection of the Bill, said he was 
opposed to child migration being restarted. Mr. MarKHAM 
said that the Registrar-General’s review for 1935 showed that 
from 1947 onwards the nation would have actually a de- 
clining population. At the rate of the figures given in that 
review they would see by 1947 a population declining so 
seriously that by 1960 there would be only 24.000.000 or 
25,000,000 people in these islands. The whole trend of the 
policy of birth control or family limitation was getting more 
and more severe. The nation might find it was at the head 
of a great Empire, but itself had a population under 30.000.000 
opposed by ever-growing numbers in Eastern European 
countries and other foreign countries. That was an argument 
for shutting down emigration in the near future. and for 
saving that no longer should we allow this country to be 
weakened by sending oversea, not its less desirable members, 
but some of the best. 

Mr. MacDOonaLp, replying to the debate, said that the 
question of boarding out young children with families in the 
Dominions did not arise on the Bill. There was no pro- 
posal that that particular scheme should be started again. 


The Bill was read a second time by 193 votes to 87. 


Ophthalmic Benefit 


In a reply, on January 28, to Mr. Edward Williams, Sir 
KINGSLEY Woop said the representations from the Institute 
of Chemist-Opticians and other pharmacists as _ regards 
national health insurance ophthalmic and optical tenefits, in 
draft Statutory Rules and Orders, 1936. No. 434, would be 
brought to the notice of the Approved Committee to be set 
up under the new regulations. This committee was to include 
representatives of approved societies and organizations of 
opticians, among them the Institute of Chemist-Opticians. 
The committee would determine the qualifications which 
would entitle opticians to inclusion in a list of those to be 
recognized for the purposes of ophthalmic benefit. 
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Tuberculosis Deaths 


Sir KINGSLEY Woop, on January 28, furnished Mr. Rowson 
with the following tabular statement of deaths from _ tuber- 
culosis (England and Wales) registered in each of the years 
1926 to 1935 inclusive. 


Pulmonary Non-pulmonary 
1926 kw is re | rec 7,422 
1927 ea 6 ee) i re 7,114 
1928 we ~ er ee 6,833 
1929 Aa ee sic RMREES’  axaediewe 6.576 
1930 ‘> ie os POISE sGaserper 6,336 
1931 - iG cs COONS as aisisieare 6,060 
1932 ss _ oe “SEO = -Binuosipies 6071 
1933 = = ee 2 ee 5,405 
1934 ie os se) DES «= “twieteetoroten 5,200 
1935 - - so “2RHBS = _ a wd asies 4,598 


On the same date Mr. Rowson asked the Minister of 
Health to state the total number of deaths from ‘tuberculosis 
and other causes at Papworth Sanatorium, Cambridgeshire, 
and also in Papworth Village Settlement, during the past seven 
years. Sic KINGSLEY Woop answered that the authorities of 
the Cambridgeshire Tuberculosis Colony, Papworth, informed 
him that the total number of deaths which have occurred in 
the Colony’s hospital during the last seven years was 359, of 
which twenty-eight were deaths of persons transferred from 
the Village Settlement, and that the number of deaths actually 
occurring in the Village Settlement during the same period 
was thirteen. He could not state the precise proportion of 
these deaths which were due to tuberculosis, but was making 
inquiries. The Colony received patients in all stages of tuber- 
culosis, including advanced cases. He was inquiring into an 
allegation that persons suffering seriously from tuberculosis 
were employed in factories at Papworth, and in some cases 
so employed until a few days before death. 


On February 1 Mr. ELLiot, replying to Mr. Rowson, circu- 
lated the following table, giving the number of deaths from 
tuberculosis in Scotland during 1927 to 1936: 








Year Pulmonary Other Forms Total 
Ls ee BAGG eceees MAO a. 3s ease esois 4,868 
POLS” oes sown SMD. saieistenrese DON. oiswreratet 4,722 
LOEOy cosisacian Ge LPO? cw Swiereeis 4,580 
1980: o.c.c<reww ee er Oe. avbisiaiausrs. 4,286 
ih) ere See oee JS. ee er 4,205 
L982: sews carers DON s.cisrew ais i] 5 [cee 4.123 
PORN. oacivadars cA) eee OBO? ss casieat 3,910 
LO! eee (| DBS. a scars cat 3,702 
BBD ecorswrwiane BEDID sash edianeie BO4! occwussiere 3,646 
Ce. a ae PAOD acardcavers OU ies se siete 3,663 

30,397 11,326 41,705 


The Law and Unqualified Practice 


On February 1 Sir ERNEST GRAHAM-LITTLE asked the 
Minister of Health whether, in view of the claim that an 
Act (34 and 35 Henry VIII) dealing with herbalists gave to 
this section of unregistered practitioners the right to engage 
in medical practice without compliance with the Medical 
Act, 1858, thus defeating the purpose of this Act to enable 
the public to distinguish between qualified and unqualified 
practice, he would make provision to secure the repeal of 
this legislation of 400 years ago. Sir KINGSLEY Woop: I am 
advised that the Act of 34 and 35 Henry VIII enabled the 
persons named therein to treat certain medical conditions 
without incurring penalties under an earlier Act of the same 
reign, which had given a monopoly of practice to physicians 
and surgeons approved thereunder by the Bishop, and that 
it does not give to these*persons the rights which are secured 
by registration under the Medical Act, 1858. The latter Act, 
however, does not prohibit practice by unregistered persons. 
There appears, therefore, to be no conflict between the two 
Acts, and I do not feel called on to take action in the 
direction suggested in the question. 


Advertisements in Books of Stamps 


On February 2 Sir NICHOLAS GRATTAN-DoyYLeE asked whether 
the Postmaster-General had received representations from the 
British Medical Association respecting certain classes of 


advertisements appearing in the books of stamps issued - by 
the Post Office; and whether he proposed to take action 
in the matter. Sir WaLTER WomMerSLEY replied that repre- 
sentations were received from the British Medical Association 
a few years ago. The Postmaster-General recently reviewed 
the matter in connexion with a question asked by Mr. Cary 
on December 7, 1936, and found no reason for altering the 
present policy, which was to exclude advertisements and 
medicines purporting to cure certain diseases specified in 
paragraph 58 of the report of the Select Committee on Patent 
Medicines, 1914, but to accept other advertisements whose 
wording was not objectionable and whose bona fides was 
not suspect. 


Midwives Act : Administration 


Miss RATHBONE on February 2 asked the Minister of Health 
if he had taken or would take steps to ensure that all the 
schemes submitted by local authorities in connexion with the 
Midwives Act, 1936, should, before being finally adopted, 
provide for the inclusion of a reasonable number of women 
members, whether elected or co-opted, on the committee or 
other body entrusted with the detailed administration of the 


Act. Mr. R. S. Hupson said that local authorities were under 


a statutory obligation to secure that an adequate service of 
certified midwives should be available in their areas. It was 
anticipated that the majority of these authorities would entrust 
the administration of this service to their maternity and child 
welfare committee. There was a statutory requirement that 
that committee should contain at least two women members. 


Distribution of Gas Masks—On January 25 Mr. Levy 
asked the Home Secretary if he could make any statement 
on the plans for the distribution of gas masks in the event 
of air attack or threat of such an attack. Mr. Lioyp said 
that it was intended, as the accumulation of stocks proceeded, 
to store the respirators at depots and sub-depots throughout 
the country; and distribution to the public will take place 
from the sub-depots in accordance with arrangements which 
were now under consideration. 


Registered Blind Persons—On January 25 Mr. R. S. 
Hupson, replying to Mr. Messer, said that on March 3], 
1936, there were 67,534 registered blind persons in England 
and Wales. Of these, 22,415 between the ages of 50 and 70 
received an old age pension on account of blindness, while 
54,675 over the age of 16 were classified as unemployable. 
He had no information on the number of blind persons in 
receipt of financial assistance from the local authorities. 


Safety in Mines—On January 26 Captain CROOKSHANK 
informed Miss Ward that last November there were about 
forty mines or groups of mines where special safety officers 
had been appointed additional to the manager and other 
safety officers required by the law. He did not know how 
many of these safety officers held managers’ certificates. The 
arrangements between the owners and the workmen for meet- 
ing the cost of the safety helmets now widely used varied. 
He did not know how many companies issued free safety 
helmets to their men. 


Free Meals and Milk in Monmouthshire-—Mr. OLIVER 
STANLEY, in a series of answers to Major Herbert on January 
28, said the income scale adopted by the Monmouthshire local 
education authority for free meals and/or milk was an allow- 
ance of 10s. for each parent and 5s. for each child up to a 
maximum of £1. Where the family income did not exceed 
the figures obtained on this basis meals or milk were given 
free. No deduction was made for rent before calculating the 
income. This scale is considerably less liberal than those 
normally adopted by other authorities. On October 1, 1936, 
the percentages of children on the registers of public elementary 
schools in the rural and the urban districts of the adminis- 
trative county of Monmouth for purposes of elementary 
education who received milk under the milk-in-schools scheme 
were twenty-six and thirty-six respectively. In addition, 9 per 
cent. of the children in the rural districts and 3 per cent. of 
the children in the urban districts received milk (mainly 
preparations of dried milk) outside the scheme. 
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Duty on Prescribed Spirits—On February 1 Lieut.-Colonel 
COLVILLE informed Mr. Hall Caine that the Chancellor of the 
Exchequer could not see his way to initiate legislation to 
grant a rebate of duty on spirits supplied solely on doctors’ 
prescriptions. 


Physical Training Organizers——Mr. SHAKESPEARE States that 
170 local education authorities have appointed one or more 
whole-time or part-time organizers of physical training, and 
a number of other authorities are considering making such 
appointments. The number of organizers now employed by 
local education authorities is 235. 


Special Training and Nourishment of Recruits —On February 
2 Mr. BELLENGER asked whether the Secretary of State for War 
could make a statement on the experiment of special training 
and nourishment for certain selected recruits under standard. 
Mr. Durr Cooper replied that at the end of an initial three 
months’ training thirty-one of the thirty-three recruits who 
had been selected for experiment were adjudged to be fit to 
start the normal recruits’ course and were passed to their 
regimental depots for this purpose. Twenty-four had since 
been passed as up to standard, while seven who had not 
reached normal standard but had made such progress as to 
justify their retention were under special observation at their 
depots. The experiment was regarded as successful, and its 
practical application on a larger scale was under consideration. 


Doncaster Scarlet Fever Outbreak.—The additional cost 
to the rates due to the recent outbreak of scarlet fever 
caused by infected milk is estimated at £365 in the borough 
of Doncaster and £70 in Doncaster Rural District. 


Notes in Brief 


The Government has undertaken to bear the whole cost of 
accumulating the main items of anti-gas equipment which 
would be required to implement local schemes, and to make 
contributions towards the cost of additional hospital equip- 
ment and fire-fighting appliances required to meet emergency 
conditions. 


Arrangements are being made for a limited number of officers 
in the larger Government Departments to undergo an instruc- 
tional course at the Civilian Anti-Gas School at Falfield. 


The rates of maternal mortality per 1,000 births for 1934, 
1935, and 1936 were, in the case of Edinburgh, 5.3, 5.3, and 
5.5, and in the case of Glasgow 6, 7, and 5.9. The 1936 
rates are provisional. 


Provisions of the Public Health Acts do not at present apply 
to Government offices, but Section 341 of the Public Health 
Act. 1936, which comes into operation on October 1, will 
enable the corresponding provisions of that Act to be applied 
to Crown property by agreement between the appropriate 
Government Department and the local authority concerned. 











Medical News 











H.R.H. the Duke of Gloucester has accepted the invita- 
tion to become president of the British Empire Cancer 
Campaign. King George VI when Duke of York was 
president of the Campaign from 1924 until his accession. 


Viscount Dawson of Penn will open the new deep 
x-ray therapy and radiological department of the Samaritan 
Free Hospital for Women, Marylebone Road, N.W., on 
Friday, February 12, at 4 p.m. Other speakers will 
include Sir Ewen Maclean and Dr. Oxford. 


An address entitled ““ The Modern Gospel of Unreason ” 
will be given by Professor W. G. de Burgh before the 
British Institute of Philosophy on February 16, at 
8.15 p.m., at University College, Gower Street, W.C.1. 
Cards of admission may be obtained from the Director of 
Studies, University Hall, 14, Gordon Square, W.C.1. 


The notifications of influenzal pneumonia for the week 
ending January 30 in London were 211, as compared with 
327 for the previous week, and the number of deaths 
from influenza was 154 as compared with 273. The 
number of deaths ascribed to influenza for 122 great towns 
in England and Wales (including London) was 1,155 for 
the week ending January 30. The corresponding figure 
for the previous week was 1,137 and for the week before 
that 1,109. 


A meeting of the Chelsea Clinical Society will be held 
at the Hotel Rembrandt, Thurloe Place, S.W., on Tuesday, 
February 16, at 8.30 p.m., when Sir Harold Gillies will 
Open a discussion on “ Plastic Surgery.” Treated patients, 
together with a cinematograph film, will be shown. The 
meeting will be preceded by dinner at 7.30 p.m. 


A meeting of the Royal Sanitary Institute will be held 
in the Town Hall, Halifax, on February 12, at 4.45 p.m., 
when there will be discussions on milk and dairies legisla- 
tion and housing, past, present, and future. Visits will be 
made to the water-purification plant, the new flats for 
working-class women, the disinfestation plant, and the new 
isolation hospital, where a short address on “ The Future 
of the Isolation Hospital” will be given by Dr. G. C. F. 
Roe. 

A meeting of the Listerian Society of King’s College 
Hospital will be held in the large lecture theatre of the 
hospital on Wednesday, February 10, at 8.30 p.m., when 
Dr. Alan Gregg, medical secretary of the Rockefeller 
Foundation, will give an address on “ Psychological 
Research.” 

Af the meeting of the Pharmaceutical Society of Great 
Britain at 17, Bloomsbury Square, W.C., on Tuesday, 
February 9, at 8.30 p.m., Dr. C. H. Hampshire, secretary 
to the Pharmacopoeia Commission, will give a lecture on 
“The Addendum 1936 to the British Pharmacopoeia 
1932.” 

The Institute of Child Psychology (26, Warwick Avenue, 
W.9) has arranged a course of eight lectures on “ The 
Mental Hygiene of Childhood ” at Friends House, Euston 
Road, N.W.1, on Wednesdays during February, at 6.15 
and 8.15 p.m. 

The next quarterly meeting of the Royal Medico- 
Psychological Association will be held at 11, Chandos 
Street, W., on Wednesday, February 17, at 2.30 p.m., 
when Professor A. Meyer will read a paper on “ Recent 
Work on the Histopathology of Mental Deficiency.” 

The ninth post-graduate course in ophthalmology will 
be held at the Eye Clinic of Frankfurt University from 
February 21 to 27. The fee is 75 marks. Further informa- 
tion can be obtained from Professor Thiel, Universitats- 
augenklinik, Frankfurt am Main Sud 10, Eschenbacher- 
strasse 4. 

Under the auspices of the Bruxelles-Médical an Easter 
cruise has been arranged from March 18 to April 6 to 
visit Sicily, Malta, Alexandria, Cairo, Port Said, Haifa, 
Nazareth, Baalbec, Jerusalem, Damascus, and Joppa. The 
charge will be 1,835 belgas for first-class berths on the 
cruising steamship Mariette Pacha and hotels de luxe, and 
1,375 belgas for second-class berths and first-class hotels. 
Reduced rates are available for medical practitioners 
accompanied by members of their families. Inquiries 
should be addressed to the Bureau des Croisiéres et 
Voyages Médicaux, 29, Boulevard Adolphe Max, Brussels. 

The issue of the Nederlandsch Tijdschrift voor 
Geneeskunde for January 23 is dedicated to Professor 
Hijmans van den Bergh on the occasicn of the twenty- 
fifth anniversary of his professorship at Utrecht, and 
contains articles in English by Dr. A. F. Hurst on 
carcinoma of the stomach, Dr. Elliott T. Joslin on a new 
diabetic era, and Dr. Knud Faber of Copenhagen on the 
age disposition to tuberculosis. 

Sir Stanley Woodwark has been elected Chairman of 
the Justices of the Peace for the County of London 
acting in and for the Division of St. Marylebone for 
the year 1937. 
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House, Tavistock SQUARE, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. Authors 
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roofs are not sent abroad. 
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Westcent, London. 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
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hone: 24361 Edinburgh), and of the Office of the Irish Free 
tate Medical Union (I.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin ; telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Income Tax 


Appointment: Cost of Books, etc. 


“ CUNCTATOR” holds an appointment in connexion with which 
he does some teaching, which is specially remunerated. He 
has claimed the expense of purchasing books and journals 
necessary to keep himself abreast of developments, but the 
claim has been refused on the strength of the dicta in the 
case of Simpson v. Tate. 

*," The stringency of this judicial decision was specifically 
commented on by the Income Tax Codification Committee 
which reported a few months ago. It seems to us that the 
inspector is legally correct in refusing ‘“ Cunctator’s ” claim, 
but it is obviously a hard case, and as the committee in ques- 
flon recommended that “the extreme rigour of the existing 
aw might be relaxed to meet cases of special hardship,” 
we suggest that our correspondent might write to the Board 
of Inland Revenue (Somerset House, W.C.2) putting the 
facts to them and asking for special consideration. 


Sale of Book Debts 


“ A.M.S.” says: A is selling his practice to B, including the 
book debts. Is income tax payable on thése debts (1) by 
B as and when they are paid to him, or (2) by A as having 
received them in the lump sum paid by B to him? 


*," They are not assessable on A; he has paid tax on 
his income from the practice, and the amount of the unpaid 
debts reaches him as capital. So far as B is concerned the 
point will turn on whether or not the gross income of the 
practice is in future to be measured by “cash receipts” or 
by “bookings” less an estimated amount for loss by bad 
debts. In the former case all the cash receipts must be 
brought in, including those for A’s professional services, 
otherwise the gross earnings of the practice will not be fully 
shown ; in the latter case only post-purchase bookings will 
be brought in, and the question will not arise. 


LETTERS, NOTES, ETC. 


Leopold von Schrotter 
Sir STCLAIR THOMSON writes: In last week’s Journal the para- 


graph anent the centenary of this distinguished laryngologist 


and a revered teacher of mine in Vienna makes mention 
of his excellent command of English and of his last visit 
to London in 1901 to attend the Congress of Tuberculosis. 
This reminds me of an amusing little slip he made in his 
speech at the opening ceremony ‘in the old St. James’s Hall 


in Piccadilly. It also shows the risks we all run when 
using a foreign language. As delegate of the Austrian 
Empire Schrétter concluded a fluent address, in remarkably 
good English, by warmly expressing the hope that the 
work of the Congress of Tuberculosis “ would come up 
to all our expectorations!” 


An Unfortunate Inversion 


The minutes of the previous meeting do not often produce 
humour, but one of the principal medical societies in 
London had its gravity seriously upset the other evening 
when the honorary secretary produced his minute book. 
The previous meeting had been a pathological one, but 
instead of reading “The following showed pathological 
specimens,” he read, by an unhappy mischance, “ The fol- 
lowing pathological specimens were shown,” followed by 
the mere names of a dozen leading physicians and surgeons! 


A Medical Paper in Basic English 


The article on Hookworm Anaemia by Lieut.-Colonel Clayton 
Lane in the Tropical Diseases Bulletin for January has the 
following footnote: “The framework of this paper is in 
Basic English. But for some special medical words, most 
of which are judged by the writer to be international, no 
words are used other than the 850 words of the everyday 
Basic List and the hundred words of the General Science 
List.” Readers who would like to know more of the system 
introduced by Mr. C. K. Ogden, director of the Orthological 
Institute at Cambridge, will find what they want in two 
Psyche Miniature books published by Kegan Paul, Trench, 
Trubner and Co., Ltd., at 2s. 6d. The ABC of Basic 
English, and Basic English: A General Introduction with 
Rules and Grammar. In brief, the 850 primary words of 
Basic English have been chosen on scientific principles to 
form an international auxiliary language—that is, a second 
language (in science, commerce, and travel)—for all who 
do not already speak English. 


J Crude Cod-liver Oil 


Dr. N. Pines (London, E.1) writes: Crude cod-liver oil has 
attracted some attention in the profession lately. I have 
been injecting intramuscularly for the last few years 1 to 2 
c.cm. at a time, with very beneficial effect. If some local 
anaesthetic is added it is well tolerated, and helps to 
increase the general resistance of the body. 


Margarine with Vitamins 


The technical staff of Unilever Ltd. have prepared a pamphlet 
entitled ““ What is Margarine?” describing in it the methods 
of adding vitamins so as to make margarine of comparable 
food value to butter. Copies of the pamphlet may be 
obtained from Van den Berghs and Jurgens Ltd., Unilever 
House, Blackfriars, E.C.4. 


A Guide to the B.P. Addendum 


When the British Pharmacopoeia was issued in 1932 British - 
Drug Houses Ltd. published a guide drawing attention to 
many important innovations. This firm has now prepared 
a pamphlet of twelve pages entitled The B.D.H. Guide to 
the Addendum 1936 to the B.P. 1932. Copies of this will 
be sent to any members of the medical profession who apply 
to British Drug Houses Ltd., Graham Street, City Road, N.1. 


Disclaimers 


Dr. J. S. Horstey (Dorset Mental Hospital, Dorchester) 
writes: I should appreciate the courtesy of your columns 
to disclaim any responsibility for the undesirable publicity 
which has been given to my work on the use of intravenous 
barbiturates for narco-analysis. 


We are asked to insert the following disclaimer in connexion 
with the mention of a member’s name in the lay press. 
This member had occasion to order an oxygen tent to be 
sent by air to Switzerland. No communication was made 
to the Press, either directly or indirectly. Presumably the 
address on the instrument was read by a journalist at 
Croydon, and their foreign correspondent added further 
information. The name of the patient happily was incorrect 








